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This thesis investigated the compo-
nents and the process of developing 
a home-school health partnership. 
Findings of a two-year school health 
intervention showed that the pupils 
were taken care of in the school com-
munity, but opportunities to sup-
port the children’s healthy growth 
collectively with families were only 
partially developed. The intervention 
had positive effects on parents’ views 
of their involvement ethos, health 
support, health education knowledge, 
and partially health education partici-
pation. Regarding health education, 
the parents considered both home 
and school being responsible for the 
majority of children’s health educa-
tion content areas. 
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ABSTRACT 
 
The purpose of this study, executed in program of Schools for Health in Europe, was to examine the 
prevailing practices and experiences of home-school collaboration and parents’ perceptions of the 
responsibilities of home and school in health education; to develop practices related to collaboration 
between home and school in children’s health learning; and to evaluate the outcome of a two-year 
school health intervention. In the study, four comprehensive schools were divided into intervention 
and control groups. One age group of pupils, starting at the beginning of grade 5 and ending at the 
end of grade 6, was the core group of this study with their parents and classroom teachers.  
The data were collected pre- and post-intervention by quantitative surveys and qualitative 
interviews and in mid-intervention by interviews and viewing relevant study documents. The 
study participants included parents (2008 N=348, response rate 53; 2010 N=358, response rate 35), 
pupils (2008 N=173, response rate 89; 2010 N=182, response rate 83), classroom teachers (2008 N=5, 
2010 N=6), principals (2008 and 2010 N=2), school nurses (2008 and 2010 N=2), and health education 
teachers (2008 and 2010 N=2). The study implemented participatory action research and used a 
mixed methods approach in data collection and interpreting the results.  
Based on the baseline findings, the study revealed a need for the development of health-related 
collaboration between home and school and the home-school collaboration that forms the basis of it. 
Although, based on previous research, documents, and public discussion, home-school 
collaboration is one priority and an enhancing factor in children’s learning and healthy growth, this 
study again highlighted the lack of school resources, level of knowledge, rigidity of structures, and 
attitudinal climate. Home-school collaboration remained a one-way activity, executed by traditional 
and customary methods, and parents’ role in the school community was low. The results show that 
even the schools worked sincerely on behalf of pupils’ healthy growth and learning, the functions 
were unable to prevent problems in the best way but focused on the effective management of 
problems. 
Parents considered the majority of health education to be the joint responsibility of the home and 
school. Taking care of many daily rearing tasks such as children’s adequate sleep were considered 
the responsibility of the home. No health education content was considered to be solely the 
responsibility of schools. According to the process evaluation, the project promoted children’s 
health, produced new educational and guidance material and practices, and created professional 
collaborative relationships. The outcome evaluation indicated that the intervention enhanced 
parents' involvement ethos and increased their health education knowledge and experience of 
health support, and partially health education participation. The emergence of a home-school health 
partnership requires the description of collaborative structures and content in the school’s 
curriculum and strategy, as well as a strong commitment and attitudinal intent among the 
personnel.  
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TIIVISTELMÄ 
 
Tämän Euroopan terveet koulut – ohjelmassa toteutetun tutkimuksen tarkoituksena oli tarkastella 
olemassa olevia käytäntöjä ja kokemuksia kodin ja koulun yhteistyöstä sekä vanhempien 
näkemyksiä kodin ja koulun vastuusta terveysopetuksessa, kehittää kodin ja koulun yhteistyötä 
lapsen terveysoppimisessa ja arvioida kaksivuotisen kouluterveyshankkeen tuloksia. 
Tutkimuksessa neljä yhtenäistä peruskoulua jaettiin interventio- ja kontrolliryhmään. Tutkimuksen 
kohderyhmän muodosti yhden ikäluokan oppilaat viidennen luokan alusta kuudennen luokan 
loppuun vanhempineen ja luokanopettajineen.  
Tutkimusaineisto kerättiin ennen interventiota ja sen jälkeen kyselylomakkeilla ja haastatteluilla 
ja intervention puolivälissä haastatteluilla ja kirjallisilla tutkimusdokumenteilla. Tutkimukseen 
osallistui vanhempia (2008 N=348, vastausprosentti 53; 2010 N=358, vastausprosentti 35), oppilaita 
(2008 N=173, vastausprosentti 89; 2010 N=182, vastausprosentti 83), luokanopettajia (2008 N=5; 2010 
N=6), rehtoreita (2008 ja 2010 N=2), kouluterveydenhoitajia (2008 ja 2010 N=2) ja terveystiedon 
aineenopettajia (2008 ja 2010 N=2). Tutkimus toteutettiin osallistavalla toimintatutkimuksella ja 
aineistonkeruussa ja tulosten tulkinnassa käytettiin monimenetelmällistä lähestymistapaa.  
Tutkimushankkeen alkukartoitus toi esiin kodin ja koulun terveysyhteistyön ja sen pohjana 
toimivan kodin ja koulun yhteistyön kehittämistarpeen. Vaikka kodin ja koulun yhteistyö on 
tutkimusten, asiakirjojen ja julkisen keskustelun perusteella eräs prioriteetti ja lapsen oppimista ja 
tervettä kasvua edistävä tekijä, tämä tutkimus osoitti koulujen voimavaroissa, tiedon tasossa, 
rakenteiden joustavuudessa ja asenteellisessa ilmapiirissä olevan puutteita. Kodin ja koulun 
yhteistyö jäi yksisuuntaiseksi, toteutui perinteisin ja vakiintunein menetelmin ja vanhempien rooli 
kouluyhteisössä oli vähäinen. Vaikka tulosten mukaan koulut työskentelivät vilpittömästi 
oppilaiden terveen kasvun ja oppimisen eteen, toiminta ei parhaalla tavalla kyennyt ehkäisemään 
ongelmia ennalta vaan painottui niiden tehokkaaseen hoitamiseen.  
Vanhempien mielestä terveysopetuksen vastuu kuului suurilta osin yhteisesti kodille ja koululle. 
Kodin vastuualueiksi miellettiin monet arkipäivän kasvatukseen liittyvät asiat, kuten lapsen 
riittävästä unen ja levon saannista huolehtiminen. Mikään terveysopetuksen sisältö ei kuulunut 
vanhempien mukaan kokonaan koulun vastuulle. Prosessinarvioinnin mukaan hanke edisti lasten 
terveyttä ja tuotti uutta opetus- ja ohjausmateriaalia ja toimintakäytänteitä sekä loi ammatillisia 
yhteistyösuhteita. Loppuarvioinnin tulokset osoittivat hankkeen edistäneen vanhempien 
osallisuuden eetosta koulussa, lisänneen terveysopetukseen liittyvää tietoa ja vanhempien kokemaa 
terveystukea. Osallistuminen terveysopetukseen lisääntyi osittain. Kodin ja koulun 
terveyskumppanuuden syntyminen edellyttää yhteistyörakenteiden ja -sisältöjen kuvaamista 
koulun opetus- ja toimintasuunnitelmassa ja henkilöstön vahvaa sitoutumista ja asenteellista 
tahtotilaa.  
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 1 Introduction  
In addition to educational objectives, the unique role of schools has been widely 
acknowledged as also being the arena of children and youth health promotion (WHO, 1986; 
Dukes, McKenzie, & Richmond, 1998; St. Leger, 1999; Young, 2005; Stewart-Brown, 2006; 
Tang et al., 2008; Jourdan, 2011). School health promotion includes many culture-specific 
contents and forms; for example, in Finland, schools offer free and healthy school meals; 
children are given opportunities for physical activity during the school day; school health 
services are of high quality, although they are under-resourced (Wiss & Rimpelä, 2010; 
Paakkonen, 2012); and the subject of health education is included in comprehensive and 
upper secondary education curricula.  
School health promotion also includes different projects that are usually targeted to 
specific areas of pupils’ health (e.g. nutrition, safety/bullying, oral health, substance use, or 
mental health) and/or, more broadly, school-wide health promotion programs that 
highlight the whole school’s involvement and are of long duration and high intensity 
(Stewart-Brown, 2006). School health promotion has been largely applied through two main 
holistic frameworks: the comprehensive/coordinated school health program (CSHP) and 
the health promoting school (HPS) program (Deschenes, Martin, & Jomphe Hill, 2003; 
Young, 2005; Hoyle, Bartee, & Allensworth, 2010), including services and activities at the 
policy level, environmental and curricular issues, community involvement, and health 
services (St. Leger, Young, Blanchard, & Perry, 2009).  
The health promoting schools initiative, launched by the WHO in the 1990s, emphasizes 
the view of promoting the health of all who work and learn in schools, implying a whole-
school approach (Weare, 2000) where both the education and health sectors are 
interconnected. The Schools for Health in Europe (SHE) program (from 1991-2007 the 
European Network of Health Promoting Schools, ENHPS) is one example of health-
promoting schools. The SHE program, within which this study was conducted, focuses on 
supporting national organizations and professionals to develop and sustain school health 
promotion. It also aims to provide evidence regarding the effectiveness of the HPS 
approach (SHE, 2012), recognizing that the ethos of the learning environment and 
relationships within it can support or undermine health.  
The relationships of learning environments are included in SHE pillars (Vilnius 
Resolution, 2009). According to the Vilnius Resolution, school policies and practices should 
be in line when effective links with home and developmental work for the school’s social 
environment are executed. Furthermore, as a prerequisite for the effectiveness of health-
promoting activities in schools, the participation and involvement of pupils, parents, and 
school personnel are pursued. So far, however, an insufficient amount of attention has been 
paid to examining and developing the relationship of home and school with an aim to 
support children’s healthy development jointly, and the research conducted under SHE to 
date has not addressed partnership development enough, even when the research covers a 
variety of essential issues related to school health (e.g. Tossavainen, Turunen, & Vertio, 
2005; Turunen, Tossavainen, Jakonen, & Vertio, 2006; Saaranen, Tossavainen, Turunen, 
Kiviniemi, & Vertio, 2007; Suvivuo, Tossavainen, & Kontula, 2008; Jourdan, Mannix 
McNamara, Simar, Geary, & Pommier, 2010; Viig, Tjomsland, & Wold, 2010).  
Parents, as a part of the school community, share educating and rearing tasks with 
school personnel, mainly with the classroom teacher during the first six years of 
comprehensive school and with subject teachers for the last three years. The center of the 
collaboration is the child, whose learning and well-being benefit from an appropriate 
relationship. Much emphasis has been placed on the development of the relationship 
between home and school in Finland from an educational viewpoint (FNBE, 2004; FNBE & 
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Finnish Parents’ League, 2007; Finnish Ethical Advisory Board of Education, 2007; FNBE, 
2011), and the aspect of health is visible in educational national documents. Legislation 
(Basic Education Act, 1998, Amendment 477/2003) supports the provision of education that 
promotes the healthy growth and development of pupils, and the current challenges of 
addressing children and youth well-being has driven the Ministry of Education (2010) to 
require stronger partnerships between home and school. Regrettably, the ample amount of 
evidence regarding the advantages of strengthened collaboration between home and 
school, partnership, and parental involvement (e.g. Hoover-Dempsey et al., 2001; Walker, 
Hoover-Dempsey, Whetsel, & Green, 2004; Kyriakides, 2005; Sheldon, 2006; Hill & Tyson, 
2009; Epstein, 2011), this knowledge is rarely transferred to daily practices, and the ethos of 
joint partnership between home and school has often turned to discussions of 
unsatisfactory relationships, as in Finnish professional literature (e.g. Laaksola, 2011a, b; 
Luukkainen, 2011; Nukka, 2011). Furthermore, even though the pupil welfare activities to 
promote and maintain good learning and good mental and physical health and social well-
being are central elements in basic Finnish education (Basic Education Act, 1998, 
Amendment 477/2003), their effectiveness in their present form seems insufficient; much 
emphasis has recently been directed toward remedial support for pupils regarding 
enhanced support in learning and special-needs education (Basic Education Act, 1998, 
Amendment 642/2010). 
The situation in Finnish society demands that action be taken toward more intensive 
collaboration between home and school. According to the secretary general of the 
Mannerheim League for Child Welfare, Mirjam Kalland, many children have to cope 
themselves with their daily eating and sleeping needs and manage alone without parental 
help. The Finnish rearing culture emphasizes the early independence of children, as 
opposed to Southern European culture (HS, 2008). The lack of parental presence and 
parents’ time pressures are clearly widespread problems in Western societies; Holsten, 
Deatrick, Kumanyika, Pinto-Martin, and Compher (2012) described parental absence as a 
reason for children’s preparing breakfast and snacks for themselves. Loneliness has, 
presumably, been one reason for recent school shootings and minor violence inside schools, 
hence mirroring the problems of youth and, simultaneously, the problems of families. 
Recent public discussions have, therefore, raised questions regarding children’s safe 
learning environment and driven a search for the reasons for tragic situations. Almost 
without exception, the growing number of children in care illustrates family distress in 
Finland; for example, in 2010, children aged 0–17 who had been taken into emergency 
placement for the first time increased by almost 12 percent over the previous year (THL, 
2011a). 
Although collaboration between home and school is not expected to solve these 
problems in our society, health-related collaboration may lead to the emergence of new 
tools and a necessary change in the attitudinal culture to address the prevailing situation. 
Thus, research on health-related collaboration between home and school is important for at 
least four main reasons: 1) home and school are the main settings of children’s health 
learning, so conducting research in these settings and assessing their relationship are 
necessary to develop new knowledge about the phenomenon; 2) the development of home-
school health partnership is both a national and international target since Western families 
have common trends with their health; 3) the roles and responsibilities of health education 
are unclear with respect to home and school; and 4) research related to health-oriented 
home-school collaboration is scant. 
This thesis describes a school health study executed in four comprehensive schools 
(grades 1-9) of which two were set as intervention schools and two as control schools. One 
age group of pupils, starting at the beginning of grade 5 and ending at the end of grade 6, 
was the core group of this study with their parents and classroom teachers. In addition, the 
process involved health education teachers, school nurses, and principals. The research and 
development project targeted the examination and development of home-school 
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collaboration and establishing sustainable practices between home and school to support 
children’s health learning. The specific aims of the study were to examine the prevailing 
practices and experiences of collaboration between home and school and in children’s 
health education; to investigate and develop practices related to collaboration in areas of 
children’s health learning; and to evaluate the effects of a two-year intervention. In 
addition, the research and development project aimed to strengthen pupils’ knowledge and 
skills regarding health-related issues in their own age group. 
The development activities were carried out as a participatory action research study in 
the intervention schools, whereas the control schools followed the national core curriculum 
without extracurricular activities, increased parental involvement, and strengthened home-
school collaboration. The activities at schools began in August 2008 and ended in May 2010 
and were based on quantitative surveys and interviews prior to the intervention and mid-
intervention process evaluation. 
In this study, parent means either a child’s biological parent or a caregiver. The school 
community includes pupils, school personnel, and parents (see Vilnius Resolution, 2009). 
The term lower grades refers to pupils in grades 1-6 (age 7-12), and the term upper grades 
refers to pupils in grades 7-9 (age 13-15) in comprehensive schools. Health education refers to 
the educative role of parents, teachers, and other significant adults with adequate health 
knowledge and related skills, as well as the subject of health education in school; health 
learning refers to children’s health capability development (cognitive, social, functional, 
emotional, and ethical; FNBE, 2004) through formal and informal learning. 
It can be stated that, even though the relationship between home and school has been 
studied widely, health-oriented home-school collaboration is an under-researched and 
under-developed aspect of health promoting practice in schools. Therefore, this study 
attempts to identify the roles, views, and expectations of parents and school personnel 
related to collaboration and to develop health-oriented collaboration between home and 
school. Furthermore, the methodology used in previous Finnish studies related to home-
school collaboration requires new approaches, and information on the effectiveness of 
school health interventions is needed. Consequently, the approach of participatory action 
research with a quasi-experimental design is justified.  
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2 Context for school-aged children’s health learning 
Children are natural learners. They learn by watching, by listening, and especially by 
doing. According to Tinsley (2003, p. 10-11), three mechanisms influence children’s forming 
of health attitudes and behaviors: children’s background and characteristics such as 
developmental status, demographic, and personality; extrafamiliar agents such as peers, 
school, or media; and the parents’ and families’ relationship and interaction. According to 
Jakonen (2005), who studied Finnish comprehensive school pupils’ experiences of health 
learning, the informal health learning environments were, in order of importance, 
identified as home, peers, and the media. Although the actual mechanisms of children’s 
learning are not examined further in this study, the primary environments where the 
school-aged child spends most of the day are considered from the viewpoint of health 
learning.  
The settings approach for health promotion emphasizes the individual’s relationship to 
the environment. According to Gray, Young, and Barnekow (2006, p. 3), “Health is shaped by 
the context in which they (individuals) find themselves, where not only the physical environment but 
the surrounding ethos and relationships can support, or indeed undermine, health.” Hence, the 
setting approach aims to promote well-being and prevent problems in environments where 
people spend their time, such as in school, at work, or where they engage in hobbies 
(WHO, 1986; Saaranen et al., 2007; Dooris et al., 2007; Kokko, Kannas, & Villberg, 2009; 
Green & Tones, 2010). Regarding children, the main settings for health learning are home 
and school, and inside these environments, multiple factors determine their health (Figure 
1). By employing a settings approach, it is possible to integrate health promotion into the 
daily activities of the setting and highlight the contribution of the setting to individuals’ 
health instead of individual behavioral approaches (WHO, 1986). For example, in addition 
to school health services, school lunches, the subject of health education, physical education 
and activities during school day, and the social environment with multiple encounters with 
school personnel, peers, and other adults create a number of possibilities and occasions for 
children’s health promotion.  
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Figure 1. The main factors that determine the health of school-aged children in their immediate 
settings (adapted and modified from Jourdan, 2011, p. 30)  
 
The primary settings of health in this study include the home (an informal setting) and 
school (mostly a formal organizational setting) (Figure 1, in bold). In the following text, the 
effects of these two settings related to school-aged children’s health learning are further 
examined. The influence of parents to children’s health at home is illustrated, but the 
influence of siblings is not addressed separately. Furthermore, the influence of school is 
described, primarily with respect to the activity of classroom teachers but also including 
peers as an informal source of health learning since peer influence on children’s and 
especially adolescents’ health behaviors may be strong in the school environment.  
2.1 HOME: CHILDREN’S FIRST EDUCATIONAL ENVIRONMENT 
Parents determine children’s physical and social environment through their own decisions 
and possibilities, and their own behavior serves as a role model for their children (Bois, 
Sarrazin, Brustad, Trouilloud, & Cury, 2005; Sutherland et al., 2008; Fulkerson, Kubik, 
Story, Lytle, & Arcan, 2009; Vereecken, Haerens, De Bourdeaudhuij, & Maes, 2010), 
influencing children’s behavior positively or negatively (Poutanen, Lahti, Tolvanen, & 
Hausen, 2006; Youngblade et al., 2007). Home is also a significant educational environment 
since a great deal of guiding and teaching occurs at home (e.g., Sylva, Scott, Totsika, Ereky-
Stevens, & Crook, 2008; Van Voorhis, 2011). Encouraging results have been obtained 
through the use of intense programs aimed at develop the educational environment of the 
home, usually by involving parents in supporting their children’s learning process through 
different methods (Villiger, Niggli, Wandeler, & Kutzelmann, 2012).  
Many families, however, live in unbalanced situations that affect parental responsibilities 
and abilities to guide children in daily situations or even in more advanced ways. 
Challenges in balancing work and family life (e.g. Fulkerson et al., 2009), divorce, blended 
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families, and cultural differences are examples of today’s demanding situations (Martin & 
Arcand, 2005). Additionally, the possible confrontations with children in their transition 
from childhood to adolescence and then to adulthood may complicate family life further 
due to biological, psychological, and social developmental tasks (Steinberg, 2001a).  
Parents have always needed help to greater or lesser degrees with regard to their rearing 
tasks. The circumstances in which families live nowadays have changed compared to a few 
decades ago. For example, in Finland, quite a few families nowadays have extended family 
members, including grandparents or other relatives, living in the neighborhood. Loneliness 
and distress within families is illustrated in child welfare statistics with increased numbers 
of children in care (THL, 2011a). An interesting but most likely a little studied issue is the 
decrease in the number of children in families, which may have an influence on children’s 
health learning since, for example, children with siblings have been found to have a 
healthier lifestyle compared to single children (Poutanen et al., 2006). 
Living conditions at home include factors related to, e.g., nutrition, physical activity, 
hygiene, media, and sleep and rest. Relationships between family members develop social 
skills. Through the aforementioned health factors, parents can greatly influence children’s 
health. For example, with regard to nutritional issues, parents can restrict certain unhealthy 
foods within the home, structure and control their children’s diet by having regular 
mealtimes, and use food as a reward or treat (Fitzgerald, Heary, Nixon, & Kelly, 2010). 
They can also set rules around meals, provide information, and model behaviors. 
Naturally, they choose the food options and prepare the meals (Holsten et al., 2012). The 
characteristics of today’s challenging life clearly show dining- and food-related issues at 
home. Time constraints in working families affect family meals in several ways. A study 
conducted by Fulkerson et al. (2009) revealed that parents often multitask (e.g., read mail or 
do chores) during dinner; they hurry to other tasks, thus showing a negative example to 
children. They do not include children in meal preparation because of the mess and extra 
time it causes, and due to parents’ tiredness and lack of time, they often compromise on the 
quality of food. Parents, however, have a desire to involve their children in food 
preparation, enjoy joint dinners, and would like to serve healthy food for the family 
(Fulkerson et al., 2009). 
Nutritional issues at home, nonetheless, are very important for children. Meal patterns 
seem to have a connection with children’s BMI (Lehto, Ray, Lahti-Koski, & Roos, 2010). 
Vereecken et al. (2010) found that parental intake and restricting the availability of 
unhealthy food had a consistent impact on children’s and adolescents’ diets. Several 
parenting practices (e.g., pressure, rewarding, negotiation, avoiding negative modeling, 
and verbal praise) have been identified with respect to nutrition: negotiating and less 
permissive food-related parenting practices seemed to improve adolescents’ diets, which in 
a recent study were found to become less healthy when the autonomy over adolescents’ 
food choices grew compared to childhood (Fitzgerald et al., 2010). Issues related to 
nutrition have been found to be parents’ responsibility, but supported by the school (Van 
Lippevelde et al., 2011).  
In addition to nutritional issues, hygiene care is largely a skill that is learned at home. 
Parents’ role-modeling has been found to be important, for example, in children’s oral 
health behaviors (Poutanen et al., 2006). Moreover, screen-viewing behaviors (i.e. watching 
TV, playing computer/video games, or using computers; see Sebire, Jago, Gorely, Hoyos 
Cillero, & Biddle, 2011), and sleep-related behaviors are related to parents’ habits, which, 
worryingly, have deteriorated in Western countries. These issues are causing many 
conversations and sometimes debates at homes. Setting clear rules and limiting adolescents’ 
screen time and not having screen-based media in the children’s bedrooms have been 
found to be significant in decreasing adolescents’ screen time (Ramirez et al., 2010). 
Children’s screen-viewing behaviors seem to be at least partially “filling the lonely hours at 
home,” as Sebire et al. (2011) noted.  
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Van Lippevelde et al. (2011) found that sedentary behaviors were perceived as parents’ 
sole responsibility, but physical activity (PA) was seen as a joint responsibility between 
home and school. The younger a child is, the more a child’s PA depends on the parents’ 
active or non-active lifestyle. Even among adolescents, the parents play a significant role in 
their children’s leisure-time physical activity motivation by acknowledging that their 
perceptions of physical activity may be a predictor of adolescents’ physical activity 
behavior and by demonstrating and discussing their own physical activity habits to 
encourage their children to be active (McDavid, Cox, & Amorose, 2012). Parents have also 
been recognized to influence their children’s body image satisfaction through PA 
encouragement (Savage, DiNallo, & Symons Downs, 2009). 
Specific aspects of health may receive different statuses and applied methods at home. 
For example, parents may experience insecurity in their own level of health knowledge 
and, thus, avoid conversation from some health issues with the children. Furthermore, a 
lack of confidence, the feeling of having to protect children from too-detailed health 
information, and total unawareness of the expectations of parents to talk with their children 
about health issues such as substance misuse have been reported as reasons for avoiding 
health discussions (Jarvis & Stark, 2005). Different methods of communication were 
identified in a study by Boone and Lefkowitz (2007) in which mothers asked questions, 
discussed negative consequences, or lectured their children. The method used depended on 
the health issue in question (nutrition and exercise, sexuality, drug and alcohol use). 
Differences between mothers and fathers in terms of health instruction or communication 
have been also noted. Positive outcomes have been obtained among youth whose two 
parents together employ similar practices with their children (Jago et al., 2011). Often, 
however, mothers and fathers have different roles and expectations in health instruction. 
Kokkonen (2009) found that a strong moral component was related to mothers, who may 
even be blamed for their children’s obesity. Fathers’ encouragement, in turn, has been 
found to positively influence adolescents’ body satisfaction (Savage et al., 2009). 
Children’s health learning at home can be viewed largely as informal learning that is 
spontaneous and not evaluated (Eshach, 2007). It includes parental practices such as 
socialization; modeling specific skills, attitudes, and behavior; providing experiences; and 
developing traits conducive to learning, growth, and development (Atkin & Bastiani, 1988). 
According to Tinsley (2003), children are expected to learn concepts of health and health 
skills by being given repeated opportunities to practice these skills at home. The 
importance of shaping health-related attitudes of children is also important, as James (2010) 
mentioned. Hence, the parents’ actual educative role is notable.  
2.2 SCHOOL: ACADEMIC COMPETENCIES AND HEALTH PROMOTION  
Health promotion is actualized through three approaches, which Jourdan (2011, p. 30) 
specifies as follows: 1) specific population groups (e.g., the elderly, children, athletes); 
specific themes (e.g., addiction, obesity, safety); or specific settings (e.g., workplaces, 
schools). Schools employ elements of every approach, and thus are recognized as special 
environments for health promotion (Jourdan, 2011). While schools are important settings 
for health promotion through the creation of health and well-being in childhood and 
adolescence (WHO, 1986; Dukes, McKenzie, & Richmond, 1998; St. Leger, 1999; Stewart-
Brown, 2006; Tossavainen & Turunen, 2004; Young, 2005; Blom-Hoffman, Wilcox, Dunn, 
Leff, & Power, 2008; Tang et al., 2008), the core tasks of schools have been identified as the 
education and social development of pupils (Leurs et al., 2005; Jourdan, 2011). In Finland, 
however, health aspects have been very visible at school; in addition, the academic aims, 
socioemotional aims, and holistic view of well-being are viewed as important (Ministry of 
Education, 2010).  
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Finnish basic education consists of a nine-year comprehensive school with a nationwide 
core curriculum (FNBE, 2004) starting in the year when the child reaches 7 years of age. 
Comprehensive schools can be situated either under one administration (integrated 
comprehensive schools with lower grades 1-6 and upper grades 7-9) or in separate schools, 
usually divided into lower grades 1-6 (elementary or primary school) and upper grades 7-9 
(middle school or lower secondary school). Regardless of the grade level or school 
structure, the same issues besides academic content are being dealt with as at home: 
nutrition, physical activity, hygiene, media, sleep and rest, and social relationships, to name 
a few.  
Finnish schools have offered healthy and free school meals since 1948, and besides the 
nutritional value, school lunches have a strong pedagogical role in teaching good nutrition 
and eating habits; thus, they are part of education (National Nutrition Council, 2008; Sarlio-
Lähteenkorva & Manninen, 2010). Teachers, at least in the lower grades, eat school lunch 
with their classes, guide pupils in their food selections, calm the school canteen 
environment, and act as role models. They also monitor pupils’ eating and can contact 
parents if changes are noted in pupils’ food behavior. Canteen personnel also have their 
own important role in supervision and monitoring. Snack availability is school-based, and 
many schools serve healthy afternoon snacks. Sweets and unhealthy beverages are not 
recommended at schools of any level, and Finnish authorities (Finnish National Board of 
Education, National Institute for Health and Welfare, formerly the National Public Health 
Institute, KTL) encourage schools not to make unhealthy snacks available regularly during 
school hours (FNBE & KTL, 2007). This recommendation has been taken seriously, as in a 
recent study (Manninen, 2010) concerning comprehensive schools, only 9% of all schools 
(1795 schools in total) offered sweet and unhealthy beverage items for sale. Lower grades 
had no unhealthy food items for sale. This strong investment in children’s health and 
learning has been noted as important and gives homes a good example and educates 
children in many areas. Comparably, for example, in the U.S., it has been noted that school 
environments can complicate families’ tasks related to family meals because school food 
and snacks accustom children to certain types of unhealthy food, and at home, children 
may refuse to eat healthier and varied foods (Fulkerson et al., 2009).  
Another health-related factor that has been built strongly into Finnish schools is the 
support of children’s physical activity (PA). In addition to improving the health and fitness 
of children, PA also, for example, enhances cognitive performance; has a positive influence 
on children’s psychological and social well-being; and can counteract risk behavior (WHO, 
2007). Schools normally have 45-minute lessons and 15-minute breaks when children go out 
and, at least in lower grades, usually play together. Every child also has at least two weekly 
lessons of physical education (PE) as a school subject, and again, besides the PA, within the 
subject of PE, issues related to hygiene are also naturally addressed when pupils have to 
wear sport clothes and are supposed to wash up after lessons (FNBE, 2004).  
The issues listed above (nutrition, physical activity, hygiene, sleep and rest, etc.) and a 
wide range of other health contents are also taught on the subject of health education. 
According to the Finnish core curriculum of basic education, health education is pupil-
oriented and supports functionality and involvement. Instruction starts with the child’s or 
young person’s daily living, growth, and development and covers the course of a human 
life span. The instruction must be planned so that the pupil gets a comprehensive picture of 
health education throughout his/her basic education (FNBE, 2004). Health education is an 
independent school subject that was initiated in Finnish comprehensive and upper 
secondary schools in 2001, and its aims and curriculum were first introduced nationally in 
2004. In lower grades at comprehensive schools, it is integrated into other school subjects 
(in environmental studies in grades 1-4, in physics, chemistry, biology, and geography in 
grades 5-6), and beginning in grade 7, it is an independent school subject (FNBE, 2004; 
Välimaa et al., 2007). While health education as a school subject has a relatively short 
history in Finland, health teaching has long existed in schools and has had many names 
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and forms. The state of health education as an independent school subject, however, is a 
significant milestone in Finnish health promotion (Kannas, Peltonen, & Aira, 2009). One can 
argue that integrating health education into other school subjects in lower grades may 
undermine its importance, so the status of health education remains smaller than it does 
beginning in the seventh grade. A better solution would be the proposed subject of 
environmental studies that would be taught in grades 1-6 as an integrated subject 
comprising the areas of biology, geography, physics, chemistry, and health education 
(Ministry of Education and Culture, 2012). So far, the subject of health education has very 
limited learning material and lacks a clear structure in lower grades, so it needs a great deal 
of developmental work before the new proposed distribution of lesson hours begins in 
2016. An independent status inevitably could bring more advanced structure and related 
teaching methods to the subject and, therefore, could be recommended. On the other hand, 
structuring health education into a specific subject has facilitated critical discussions about 
its teaching as a separate class (Gray et al., 2006). 
The importance of school health education for children, however, is not questioned, and 
pupils’ opinions toward it have been positive (e.g. Jakonen, 2005; Aira, Tuominiemi, 
Välimaa, Villberg, & Kannas, 2009a). Another highly valued health-promoting venue is 
school health services and wider, pupil welfare services. A recently published Government 
Decree on maternity clinics, school and student welfare, and children and youth preventive 
oral health care (Decree 338/2011) strongly highlighted whole-family health promotion and 
included several family welfare actions during children’s health checks. School health 
personnel are in an important position because they encounter every child related to health 
issues. School nurses, in particular, meet with children regularly and also encounter their 
acute health problems, and they plan and monitor possible individual (and family) health 
activities. In addition to their basic expertise in general health promotion, their role in, for 
example, obesity prevention (Kubik, Story, & Davey, 2007) or work with children with 
mental health problems (Pryjmachuk, Graham, Hadda, & Tylee, 2012) is significant. School 
health services, however, have been cut in Finland (see Paakkonen, 2012) and are not 
executed in accordance with national recommendations (MSAH, 2006; Wiss & Rimpelä, 
2010). Furthermore, pupil welfare services nationwide have wide municipal- and school-
specific differences that have continued over the years (Wiss & Rimpelä, 2010; OKV, 2012).  
The teachers’ role in school health promotion (Viig & Wold, 2005; Viig et al., 2010; 
Jourdan, Samdal, Diagne, & Carvalho, 2008; Jourdan, 2011) and, more specifically, in 
children’s health learning, together with that of the home, is important. In Finland, 
supplementary, university-level education in health education and promotion is widely 
available and used among teachers, especially at the secondary school level, and awareness 
of school health promotion has also increased, which, as Jourdan et al. (2008) pointed out, is 
not the case in most schools or countries. The view of health promotion is a valuable 
adjunct to the teacher’s role in home-school collaboration. Instruction for lower grades’ 
classroom teachers would also be influential; a study conducted by Seabert (2001) revealed 
that preservice health education affected teachers’ instruction by enhancing the number of 
health content areas, and teachers spent more time delivering health instruction to their 
students. In Finland, teachers in grades 7-9 like to teach health education and believe that 
teaching health education makes it possible to influence pupils’ choices related to health 
(Aira, Välimaa, Villberg, & Kannas, 2009b).  
In addition to health education as a school subject, school health promotion has been 
targeted to specific areas of pupils’ health (e.g., nutrition, safety, oral health, substance use) 
or, more widely, the whole school community has been the target of health promotion 
programs; effectiveness has been attained by whole-school involvement, long duration, and 
high intensity (Stewart-Brown, 2006). School health promotion has been applied largely 
through two main holistic models: the comprehensive/coordinated school health program 
model, CHPS (Deschesnes et al., 2003; Young, 2005; Hoyle et al., 2010) and the health-
promoting school model, HPS (Deschenes et al., 2003; Young, 2005). An important 
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characteristic for a health promoting school is that the school constantly strengthens its 
capacity to become a healthy setting for living, learning, and working (WHO, 2007), making 
school health promotion a daily task of everyone in the school community. It has been 
noted that schools that provide comprehensive school health promotion programs are more 
effective in encouraging children to adopt health-enhancing behaviors than those that 
provide health education as a part of curriculum-based teaching alone (Weare, 2000). 
Health promotion at and through schools is also strengthened by support from non-
governmental organizations (NGOs) such as the Mannerheim League for Child Welfare 
(MLL) in Finland, who target, for example, pupils’ peer support, family support, and 
responsible parenting, material provision for pupils, parents, and teachers, and support for 
home-school collaboration (MLL, 2012). While the MLL brings out the children’s voice, the 
Finnish Parents’ League, in turn, works to support collaboration between home and school, 
parents’ mutual collaboration, and bringing out the parents’ voice in issues related to 
education and rearing (Finnish Parents’ League, 2012). School health promotion is, 
therefore, a broader concept than school health education, including services and activities 
at the policy-level, environmental and curricular issues, community involvement, and 
health services (St. Leger et al., 2009).  
Peer relations are important part of children’s school day, and its importance changes 
with children’s age (Gifford-Smith & Brownell, 2003). The role of peers in health behaviors 
is significant, especially among adolescents and young people (e.g. Palmqvist & Santavirta, 
2006; Potard, Coutoirs, & Rush, 2008; Green & Tones, 2010; Kalavana, Maes, & De Gucht, 
2010; Kiuru, Burk, Laursen, Salmela-Aro, & Nurmi, 2010), but peer relationships also affect 
the behaviors and attitudes of younger children (Dohnt & Tiggemann, 2006; Boneberger et 
al., 2009). Cook, Deng, and Morgano (2007) found that early adolescents become 
increasingly involved with their peers for reasons such as willingness to share experiences 
of their physical development, the need to explore and practice their social identity needs, 
and increased ability to interact more skillfully with their peers.  
Numerous studies have reported health-related behavior to be similar among friends. 
Group adherence appears as a peer influence effect (socialization) or a peer selection effect 
(choosing friends who exhibit behaviors similar to their own) (Go, Green, Kennedy, 
Pollard, & Tucker, 2010), occurring either subsequently or separately (e.g. Kiuru et al., 
2010). However, the evidence of studies related to peer involvement does not seem to be 
entirely consistent in explaining peer engagement mechanisms in certain situations (Kiuru 
et al., 2010; Lakon, Hipp, & Timberlake, 2010). In addition, the concept of “peer influence” 
is often used to describe peer involvement in general, not differentiating between the two 
types of peer relationships (e.g. Wang, Hsu, Lin, Cheng, & Lee, 2009).  
Most findings concerning peer influence have noted its negative effects on health 
behavior, such as smoking (Mercken, Snijders, Steglich, Vartiainen, & de Vries, 2010), 
substance use (Palmqvist & Santavirta, 2006), or unhealthy eating behaviors (Kalavana et 
al., 2010). Strong peer pressure has been associated with early age of first sexual 
intercourse, related to risk-taking (Boyce, Gallupe, & Fergus, 2008). In addition to health 
behaviors, peers also influence attitudes. For example, adolescents’ perceptions of their 
peers’ sexual activity or sexual attitudes appear to predict their own sexual activity (Potard 
et al., 2008). Furthermore, perceived peer influence of dieting and body image has been 
identified as a strong predictor of body dissatisfaction in early adolescence (Hutchinson, 
Rapee, & Taylor, 2010), as well as in childhood (Dohnt & Tiggemann, 2006). Problems with 
peer relationships can even expose children to overweight or obesity (Boneberger et al., 
2009). 
Despite plenty of examples that indicate negative health behaviors, peers can positively 
affect certain decisions or behaviors. A study of Potard et al. (2008) also showed that 
sexually experienced peers can actually have a protective effect on attitudes toward 
condom use. Furthermore, good peer relationships and peer support can lead to healthier 
eating behaviors (Kalavana et al. 2010), increased physical activity (Finnerty, Reeves, 
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Dabinett, Jeanes, & Vögele, 2009), or smoking cessation (Dijk, Reubsaet, Noojier, & de Vries, 
2007). Accordingly, peer education has been successful in health promotion interventions 
(Green & Tones, 2010; Maticka-Tyndale & Penwell Barnett, 2010; Starkey, Audrey, 
Holliday, Moore, & Campbell, 2009). In addition to peer group influence, the behaviors of 
close/best friends appear to have either positive (Heikkinen, Broms, Pitkäniemi, 
Koskenvuo, & Meurman, 2009) or negative (Ali & Dwyer, 2011) effects on adolescents’ 
health behaviors, although the relations are not always quite clear (Larsen, Overbeek, 
Vermulst, Granic, & Engels, 2010). Some studies also have demonstrated that peer influence 
is gender-specific in areas such as snack consumption (Wouters, Larsen, Kremers, Dagnelie, 
& Greenen, 2010) or smoking (Mercken et al., 2010). 
2.3 SUMMARY 
School-aged children’s key health learning environments are the home and school. They 
confront numerous health possibilities and challenges inside and outside these primary 
settings, which either promote or prevent their health. At home, health learning occurs 
mainly informally through parental advising, role-modeling, and parenting practices. At 
school, formal health learning takes place through the subject of health education, school 
health services, and various programs and initiatives related to health. Additionally, a large 
amount of informal health learning occurs in schools through role modeling and instruction 
in daily situations, such as in school lunches and through peer influence. The services of 
NGOs are also a valuable addition to children’ and their families’ health promotion. The 
ideal form of school health promotion is the integration of health promotion into daily 
activities at school, thereby affecting the health of the whole school community.   
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3 Health-oriented relationship between home and school 
The central concepts of this study include the home-school relationship, responsibilities of home 
and school, parental involvement, home-school collaboration, home-school partnership, and health 
partnership. The term home-school relationship will be used in its broadest sense to refer to a 
concept that includes either formal or informal positive, negative, or neutral connections 
between home and school. Nevertheless, there is always some kind of relationship between 
school and home, the depth of which varies due to school policies, traditions, values, and 
goals and, equally, the home’s views, traditions, values, and possibilities regarding 
education. The home-school relationship usually includes collaboration between the home 
and school. Collaboration can be either neutral or positive. Neutral collaboration refers to a 
situation where nothing but necessary activities are executed. When collaboration is 
positive - a process rather than merely outcome-oriented - has shared goals, power, and 
responsibilities; includes joint decision-making and ongoing planning, development, and 
evaluation; and builds on engagement and two-way communication, it fulfills the 
requirements of partnership (Cowan, Swearer Napolitano, & Sheridan, 2004; Epstein, 2011). 
Cowan et al. (2004) additionally extended three characteristics to partnerships: to prevent 
future problems among children; to include collaborative learning and shared expertise; 
and to benefit all pupils. If the collaboration remains school-led, mostly one-sided, and 
project- or task-based and takes a “one-size-fits-all” approach, it will not achieve the criteria 
of partnership. A health partnership contains the elements of partnership with an orientation 
toward health learning and health education. Parental involvement, school involvement, and 
joint responsibilities become visible and strengthened when moving toward partnership, 
which is viewed as a desired standard for parents’ and families’ participation in the 
educational system (Cowan et al., 2004).  
3.1 HOME-SCHOOL RELATIONSHIP AND THE RESPONSIBILITIES OF 
HOME AND SCHOOL 
The phenomenon of the relationship between home and school and its core elements have 
been very important issues for many decades (e.g. Swallow, 1957; Entwisle & Hayduk, 
1988; Hancock, 1998; Harris & Goodall, 2008) at all school levels (Gonzales-deHass, Willens, 
& Doan Holbein, 2005; Zhao & Akiba, 2009) in different countries and ethnic groups 
(Theodorou, 2008; Wingard & Forsberg, 2009; Zhao & Akiba, 2009) and among typically 
performing pupils or pupils with special needs (Russell, 2008; Ollison-Floyd & Vernon-
Dotson, 2009; Dobbins & Abbott, 2010). Although the relationship between home and 
school has been studied widely and within several scientific fields, such as education, 
sociology, and psychology (e.g. Anderson-Butcher & Ashton, 2004; Cox, 2005; Harris & 
Goodall, 2008), the theoretical base has been created largely in the United States (e.g., 
Hoover-Dempsey & Sandler, 1995, 1997; Epstein, Sanders, Simon, Salinas, Rodriguez 
Jansorn, & Van Voorhis, 2002; Epstein, 2011; Walker et al., 2004; Sheldon, 2006). Epstein 
(2011, p. 26-27), acknowledged three perspectives that currently guide researchers and 
practitioners in their thinking about family and school relationships, dividing them into 
separate, shared, and sequential responsibilities of families and schools. With respect to the 
separate responsibilities of institutions, home and school are thought to achieve their goals 
(which are distinct) most effectively when teachers maintain their own tasks and home its 
own tasks, and both are best fulfilled independently. The second perspective, concerning 
the shared responsibilities of institutions, emphasizes the coordination, cooperation, and 
reciprocity of schools and families and encourages and develops communication and 
collaboration between these two institutions. From this perspective, schools and families 
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have a common goal, and they share the responsibility for the socialization and education 
of the children. The third perspective, concerning the sequential responsibilities of 
institutions, views the roles of home and school as a continuum. The parents’ responsibility 
is to educate and prepare their child before school starts, and after starting formal 
schooling, the major responsibility for children’s education is transferred to the teacher. 
(Epstein, 2011). Based on the idea of shared responsibilities between home and school, 
Epstein et al. (2002) developed a much-utilized model of the home-school relationship, 
known as “Overlapping Spheres of Influence of Family, School, and Community” (Epstein 
et al., 2002; Epstein, 2011). Figure 2 presents the external and internal structures of the 
model. 
 
 
 
Figure 2. Overlapping Spheres of Influence of Family, School, and Community (Epstein et al., 
2002; Epstein, 2011, p. 32) 
 
 
The external structure (on the left side of the figure) consists of overlapping or 
nonoverlapping spheres representing the interaction of family, school, and community. 
Forces B, C, and D, represent the experiences, philosophies, and practices of each circle. 
Force A represents time, age, and grade level. The extent of the overlap is influenced by 
different changes in these forces, sometimes being greater and sometimes practically none. 
(Epstein, 2011). The internal structure (describing only family and school connections, 
shown on the right side of the figure) shows the interaction within the home or school 
(lowercase letters: f = family, p = parent, t = teacher, and c = child) and between home and 
school (capital letters F, P, T, and C, overlapping spheres). Thus, interaction is divided into 
two levels: “organizational” communication (family and school) and individual 
communication (parent and teacher). In this model (including both structures), the child 
has the central place in all of the interactions. It is assumed that the child’s well-being is the 
reason for interacting and that positive interaction influences the child’s academic learning 
and social development (Epstein, 2011). 
Some 15 years ago, Tam, Cheng, and Cheung (1997) compared the “traditional” and 
“new” conceptions of the home-school relationship (Table 1). Even though many of these 
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traditional views have made progress over time, some of them have not progressed as 
expected and hoped. The contents of “new” conceptions are supported by decades of 
research and numerous policy documents, but the practice in executing these principles in 
each country, each municipality, and each school is different.  
 
Table 1. Traditional and new conceptions of the home-school relationship (Tam et al., 1997, p. 
275) 
 
 Traditional conception New conception 
The nature of school education 
and family education for children 
School education is a privilege 
bestowed on students and their 
parents. Hence, parents should 
submit to the will of the school. 
 
School is the only place where 
children can receive formal 
education; education in the 
family serves only supplementary 
purposes. 
 
School education is a service and 
requires co-operation between 
the family and school. 
 
 
Education in school and family 
education are important and can 
complement each other. Hence, 
the school and family need to co-
operate. 
 
The roles of school and parents in 
educating children 
Parents are unfit to educate their 
children because they are not 
trained professionally; therefore, 
they should take only a passive 
role. 
Parents have better knowledge of 
their children’s personality and 
developmental needs and can 
have a stronger influence on their 
children – they should take a 
more active role. 
 
The characteristics of the home-
school relationship 
The school and family often have 
low levels of contact and one-way 
communication. 
 
 
Contacts between the school and 
family are mostly short-term and 
arise because special events 
come up. 
 
Often for remedial purposes. 
Home-school co-operation 
includes many levels of 
involvement and may even 
involve shared decision-making. 
 
Contacts between school and 
family are frequent, with clear 
aims and systematic planning. 
 
 
Largely for developmental and 
preventive purposes. 
 
 
In Finland, the home-school relationship is most often referred to as collaboration between 
the home and school. The characteristics of the home-school relationship that adapts Tam et 
al.’s (1997) division include both conceptions. Collaboration in Finnish schools may include 
a variety of possibilities for parental involvement, but the possibilities are usually school-
led and tied to special events (Fröjd & Peltonen, 2010). Finnish parents are involved in the 
decision-making, but, again, specifically in relation to certain limited events or tasks. 
Contacts between school and the home may be regular but usually not frequent when there 
are no problems to solve.  
The division of responsibility between home and school in bringing up children is a very 
topical issue in deliberations concerning Finnish education and upbringing and, as 
Vesikansa (2009) noted, especially the educational tasks of the home and school in view of 
the responsibilities, are emotionally charged. In Tam et al.’s (1997) categorization of the 
roles of the home and school, Finnish parents are somewhere in the middle of these 
conceptions. Parents’ knowledge of their children is acknowledged but not used 
systematically and purposefully. An additional challenge to Finnish schools comes from 
immigrants, even though the proportion of foreign families among all families in Finland is 
only 4.2 percent (Statistics Finland, 2010). According to the Finnish Ethical Advisory Board 
of Education (2007), participating in home-school collaboration can be difficult for those of 
minority cultures living in Finland. They may have either insufficient language skills or 
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inadequate knowledge of the Finnish educational system. Therefore, the reasons behind 
their modest participation would be important to identify among the individual families. 
As the Ministry of Education (2010) emphasized, the growing number of multicultural 
families, the changes in family structure, and the decrease in families’ well-being require 
collaborative activities that support families’ needs. Compared to multicultural countries 
such as the United States of America, where the schools have become accustomed to 
multicultural families and are required to collaborate with them effectively to ensure the 
children’s equal academic opportunities compared to those of the native population 
(NCLB, 2001), most Finnish schools are quite monocultural. The stage of Finnish schools 
related to the home-school relationship can be viewed as being in continuous movement 
due to many external and internal effects and events, as Epstein (2011) also noted: the 
patterns of home-school relationships have varied throughout history.  
3.2 PARENTAL AND SCHOOL INVOLVEMENT 
Parental involvement (PI) is a central concept in the home-school relationship. The concept 
of engagement is often used as a synonym for PI. Parental involvement typically involves 
parents’ behaviors in the home and at school for the purpose of supporting their children’s 
educational process (Hoover-Dempsey & Sandler 1995, 1997; Fantuzzo, McWayne, & Perry, 
2004; El Nokali, Bachman, & Votruba-Drzal, 2010; Epstein, 2011), even though it has been 
reported that school administrators and teachers often perceive family involvement as an 
“addition” to school activities rather than part of a central aspect of education (Caspe, 
Lopez, & Wolos, 2006, 2007). Parents and teachers also can view PI differently (Seitsinger, 
Felner, Brand, & Burns, 2008). The values and attitudes regarding education, as well as the 
aspirations that parents hold for their children, become visible in PI (El Nokali et al., 2010), 
and for example, higher aspirations of parents are linked to higher motivation among 
students (Fan, Williams, & Wolters, 2012). PI, as a home-based source of support such as 
monitoring homework and communicating with schools about students’ problems at home, 
is also connected to student outcomes, even in the 8th grade (Zhao & Akiba, 2009); therefore, 
the current trend in which home-school collaboration with parental involvement decreases 
with the transition to upper grade levels (Metso, 2011) is not justified or desirable.  
PI varies among different cultures (Zhao & Akiba, 2009; Fan et al., 2012), although mixed 
findings also exist (Hill & Tyson, 2009). In multicultural countries, PI has traditionally been 
viewed as a remedy to compensate for the disadvantage of a lower socioeconomic 
background (Fantuzzo et al., 2004). In studies of PI in early childhood settings for urban, 
low-income families, Fantuzzo et al. (2004) found that home-based family involvement was 
the strongest predictor of children’s academic outcomes. It increased children’s motivation 
to learn, attention, task persistence, and receptive vocabulary skills and decreased conduct 
problems. Different findings have also been found; for example, El Nokali et al. (2010) 
investigated the primary school setting and found that higher parent involvement 
predicted better social skills and fewer problem behaviors but had no effect on student 
achievement. Hill and Tyson (2009) conducted a meta-analysis (50 articles) of parental 
involvement in middle school and found that parental involvement was positively related 
to student achievement, especially with academic socialization (such as increasing 
understanding of the purposes, goals, and meaning of academic performance, as well as 
strategies for student use). In the light of current research, PI results in mostly positive 
outcomes, but depending on the indicators measured, forms of PI, and age of the child, the 
outcomes may vary (Fishel & Ramirez, 2005; Hill & Tyson, 2009; Fan et al., 2012). It is, 
however, known that PI often increases with the school-related problems of the child and, 
therefore, is often used for remedial purposes, or parental involvement may be a “built-in” 
element or expectation, as with children in special education (Russell, 2008; Dobbins & 
Abbott, 2010). 
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PI depends on a variety of issues. Based on the original model of Hoover-Dempsey and 
Sandler (1995, 1997) and its revised form (Walker, Wilkins, Dallaire, Sandler, & Hoover-
Dempsey, 2005), parents’ motivational beliefs, perceptions of invitations for involvement 
from others, and perceived life context influence the decision of overall involvement. All of 
these issues contribute to form how parental involvement occurs at home or at school. 
Furthermore, encouragement, modeling, reinforcement, and instruction are the 
mechanisms for how PI eventually influences student achievement. Additionally, the 
gender of a parent influences involvement: fathers’ involvement in schoolwork has been 
noted to be mainly marginal and supplementary to mothers’ involvement even though 
fathers’ participation has been found to promote children’s learning (McBride, Schoppe-
Sullivan, & Ho, 2005). Doucet (2011) drew attention to the fact that parental involvement 
may often be a ritual system at school, socializing parents to cultural expectations by 
showing them how parental involvement is usually carried out and what the “acceptable” 
forms of it are. This may partially contribute to, for example, the small number of fathers 
involved in children’s school-based activities. Recent study findings from Finnish 
comprehensive schools have revealed that parents have good opportunities to participate in 
planning theme days or organizing school trips, but schools offer much fewer opportunities 
for parents to be involved in everyday school issues such as planning school lunches or 
developing pupil welfare services in collaboration with schools (Fröjd & Peltonen, 2010).  
While parental involvement is an inseparable part and a well-established concept of 
home-school collaboration, no clear conceptualization is available related to the 
involvement of educational organizations. Rather than indicating the involvement or 
engagement of educational organizations (and their members) in home-school 
collaboration, the available information concerns, for example, schools’ ethical climate with 
respect to parental involvement (Rosenblatt & Peled, 2002), which is a presumable 
component of involvement; teachers’ attitudes toward parents’ involvement in schools 
(Addi-Raccah & Ainhoren, 2009) or teaching practices and strategies with respect to 
parental involvement (Lewis, Kim, & Ashby Bey, 2011). However, research aiming to 
determine how schools and teachers contact parents remains rare (Seitsinger et al. 2008). 
Zhao and Akiba (2009) listed the characteristics of schools that have high expectations for 
parental involvement. According to the literature, a high-level teacher collaboration culture, 
urban location, sufficient instructional resources, and larger class sizes positively influence 
PI, while schools with higher levels of school disorder negatively influence PI. These 
characteristics, however, were not exclusively unambiguous (Zhao & Akiba, 2009).  
The involvement of teachers brings depth and personal content to home-school 
collaboration and parental involvement, such as creating a positive classroom climate, but 
at least as important is the involvement of the organization itself. Obviously, strong 
leadership and support for involvement activities are necessary (Christenson, 2004). It 
seems that many practices, guidelines, and structures have been established by schools to 
enhance parental involvement (e.g., Epstein et al., 2002; Epstein, 2011), but less emphasis 
has been placed on factors that influence school involvement in home-school collaboration. 
Regarding the development of health-promoting schools, the degree of success depends on 
the commitment of all personnel. As Denman, Moon, Parsons, and Stears (2002) mentioned 
shared responsibility within a whole-school approach has a much greater impact than if 
teachers have the sole responsibility. School personnel, however, have different views of 
their role in school health promotion. Some state that they have no role in health 
promotion, while others view it as a part of their mission, linked to their daily activities as 
educators, as individual supporters, or through involvement in projects related to health 
promotion (Jourdan et al., 2010).   
The terms school involvement or teacher involvement will be used in this study in reference 
to schools’ procedures, policies, and values and school personnel’s behaviors, motivation, 
and attitudes for the purpose of supporting home-school collaboration. The term parental 
involvement is not limited to biological parents but includes any adults who are responsible 
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for children at home. Furthermore, the term family involvement, which is used widely in the 
field of education, representing extended family relations (e.g., grandparents, aunts, or 
cousins) or the sole involvement of parents is used in this study as a synonym for parental 
involvement.  
3.3 HOME-SCHOOL COLLABORATION 
Collaboration between the home and school is an essential part of schools’ daily work, and 
its advantages have been confirmed by numerous studies. For example, intensive home-
school collaboration with high parental involvement has been found to strengthen 
children’s learning (Hoover-Dempsey et al., 2001; Walker et al., 2004; Kyriakides, 2005) and 
cause positive effects as late as the age of twenty, also correlating positively with children’s 
length of schooling (Barnard, 2004). Parents who participate in their children’s schoolwork 
at school may became interested in their children’s learning process and maintain the 
school’s procedures at home (Kyriakides, 2005; Lewis et al., 2011). However, home-school 
collaboration has been found to be insufficient in multiple studies (e.g. Westergård & 
Galloway, 2004; Cox, 2005; Deslandes & Bertrand, 2005). 
In Finland, growing attention to and awareness of the issues of home-school 
collaboration have quite recently spawned broader discussions among policymakers, 
educators, the media, and parents, who all look at the same phenomenon from different 
viewpoints. The weekly time available for home-school collaboration is strictly defined in 
the Finnish municipal collective agreement for teachers. In comprehensive schools, teachers 
have three hours a week, referred to as “joint working time,” that is meant to be used, for 
example, for joint planning and development work with two or more teachers; teacher 
meetings; collaboration within the subject teams related to certain topics; school 
development and teaching development; and collaboration between the home and school. 
(Local Government Employers, 2012). The recommendation for parental involvement in, for 
example, planning and evaluating teaching and upbringing tasks, is clearly stated in the 
National Core Curriculum of Basic Education (FNBE, 2004) and the description of home-
school collaboration (FNBE & Finnish Parents’ League, 2007) but quite rarely executed at 
the school or classroom levels, as earlier Finnish research has described (Metso, 2004; 
Siniharju, 2003). Parental involvement is, however, considered important; the recent 
changes in National Core Curriculum also cover home-school collaboration. The 
collaboration between home and school is directed more specifically than in the previous 
version (FNBE, 2004); for example, the goals, ways of action, responsibilities, and 
distribution of work between the stakeholders ought to be defined in the local curriculum. 
In addition, the new version highlights the well-being of the whole school community 
instead of the well-being of the pupils compared to the original version (FNBE, 2011). 
Developmental activity has also been undertaken at the organizational level; for example, 
the Trade Union of Education, together with the Finnish Parents’ League, have suggested 
concrete activities for developing collaboration and, furthermore, how the community can 
be involved in children’s upbringing (OAJ, 2010). Many developmental initiatives in 
comprehensive and upper secondary schools have been launched. The Ministry of 
Education and Culture (OKM, 2011) has emphasized the need for content development in 
teacher education regarding home-school collaboration.   
According to the Finnish Ethical Advisory Board of Education (2007), collaboration 
between home and school is a part of teachers’ professional ethics. Teachers’ basic tasks 
include teaching, guidance, and rearing, and a part of teacher’s professional skills is getting 
parents to support their children’s learning. Home-school collaboration has increased over 
the years (Siniharju, 2003), yet a clear structure for developing and maintaining 
collaboration in school curricula is rare, requiring developmental work (Rutonen, 2010). 
Schools’ role in building home-school collaboration is essential (FNBE, 2004), and teachers 
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in particular play a big role in building parent involvement (Anderson & Minke, 2007). It 
has been noted, however, that teacher education and supplementary education currently do 
not offer a sufficient amount of instruction in home-school collaboration, and the roles of 
home and school in such a collaboration are unclear (Finnish Ethical Advisory Board of 
Education, 2007). As Tam et al. (1997) pointed out, school education requires collaboration 
between home and school, and the roles of the two parties are complementary.  
Several factors contribute to home-school collaboration. The enhancing factors include 
concrete actions such as child care or support material for parents, as well as structural 
issues such as the discussion culture or administrative support for teachers and school 
representatives. The inhibiting factors include opposing activities or structures: child care 
problems, a lack of information for parents, or a lack of resources or communication skills 
among school community members (Table 2). In addition to family- and school-based 
factors, barriers related to the relationship itself also exist, such as the lack of a routine 
communication system, communication that occurs primarily during crises, limited skills 
and knowledge about how to collaborate, resistance to increasing home-school 
collaboration, or previous negative interactions and experiences between families and 
schools. Conversely, a positive relationship builds on, e.g., equality, trust, shared 
information, resources, decision-making, and mutual planning (Christenson, 2004).  
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Table 2. Examples of enhancing and inhibiting factors of home-school collaboration 
(Christenson, 2004; Benson & Martin, 2003; Epstein, 2011) 
 Enhancing factors Inhibiting factors 
School    
School-level 
policies/resources 
 
• Permissive atmosphere  
• Clear responsibilities 
• Discussion culture  
• Support from administration  
• Continuity and regularity  
• Relevant activities for parents  
• Encouragement, value of parents’ 
talents, acknowledgements  
• Whole-family activities  
• Child care  
• Transportation help  
• Meeting in places other than the 
school 
• Events at different times and 
days 
• Extending frequent invitations 
• Welcoming extended family to 
school 
• Use of parent volunteers and 
school staff to organize events 
• Coordinated planning of all 
stakeholders 
• Focus on students’ success and 
achievement 
• Ambiguous commitment to working 
with parents as partners 
• Negative way of communication  
• Lack of a routine communication 
system 
• Narrow understanding of role of the 
family  
• Use of stereotypes about families 
• Mistrust of families’ abilities in 
school-related matters  
• Assumption that parents and 
teachers must hold identical values 
and expectations  
• Lack of funding for family programs 
Teacher activities • Teachers’ explicit intentions for 
parent involvement  
• Individual approach  
• Personalized invitations to events 
using names 
• Support material for parents: 
assisting learning at home; 
topical themes  
• Name tags for parents; 
refreshments 
• Coordination and planning 
• Enough opportunities (at least 
one/month) 
• Good-quality written 
communications 
• Lack of education in interaction 
with parents  
• Negative way of communication  
• Lack of ICT-based knowledge  
• Time constraints 
• Previous negative experiences  
• Fear of conflict  
• Communication that occurs 
primarily during crises  
Family   
Practical issues • Parents’ high level of education 
• The reverse as inhibiting factors 
 
• Parents’ low socio-economic status 
• Little support from the community  
• Lack of role models 
• Lack of information and knowledge 
about resources 
• Economic situation  
• Time constraints  
• Previous negative experiences  
• Transportation and child care 
problems  
• Language and cultural differences  
 
Psychological 
issues 
• The reverse as inhibiting factors • Suspicion about treatment from 
educators  
• Feelings of inadequacy; low sense 
of self-efficacy  
  • Adopting a passive role by leaving 
education to schools 
• Previous experience with a lack of 
response to needs 
20 
 
 
 
A recent publication titled “Parents’ Barometer” illustrated the parents’ (n=1621) views 
on school well-being in Finland. In comprehensive schools, parents were offered several 
involvement opportunities, and the most popular was fund-raising (74.1%), school trips or 
school camps (64.2%), and theme days (48.4%). With the transition to upper grades, the 
opportunities for parents to get involved in the aforementioned activities decreased by 
approximately 7-11%. Furthermore, only just over a quarter of parents were offered 
opportunities to get involved with the evaluation of school performance. More positive 
results were related to feeling welcome at school (88.3%) and to schools’ encouragement to 
the parents to contact the school (80.8%). The results clearly illustrate the decrease in 
collaboration during the transition from the lower to the upper grades in comprehensive 
school and from comprehensive school to upper secondary education (Metso, 2011). 
3.4 THE HOME-SCHOOL PARTNERSHIP 
According to Cowan et al. (2004, p. 202), a primary difference between the concepts of 
home-school collaboration and home-school partnership is that “home-school collaboration 
implies a process related to a specific goal or set of goals that may be relatively short term (but not 
necessarily), whereas home-school partnership implies a long-term, ever-evolving relationship 
between parents and members of the school setting extending beyond time-limited problem solving 
and goal achievement.” An important aspect of building a partnership is also the view that it 
aims to improve the education of all students by working together to prevent future 
problems (Cowan et al., 2004). A partnership can be viewed as a background philosophy 
(Cowan et al., 2004) and a program (Epstein et al., 2002; Epstein, 2011) inside which it is 
possible to build and develop the elements of collaboration. 
The concept of partnership is used rarely in Finnish education. However, in the field of 
early childhood education (age group 0-6), the concept of partnership is used and 
understood as “conscious commitment by parents and staff to collaboration for supporting 
children’s growth, development and learning” (Stakes, 2004, p. 28). A partnership should be 
built on the principles of mutual respect, equality, and trust, and the best prerequisites for 
protecting children’s well-being are created by the knowledge and experiences of both 
parents and educators (Stakes, 2004). Also, a document titled “Quality Description of 
Finnish Home-School Collaboration” (FNBE & Finnish Parents’ League, 2007) defined the 
home-school collaboration at its best as a reciprocal partnership, which refers to 
partnership as an objective that can be reached through close and active home-school 
collaboration. Additionally, the recently published “Child and Youth Policy Development 
Program” (OKM, 2012) is a clear guide to the regional and local development of parents’ 
and school professionals’ partnership-building in supporting children and youth and 
strengthening the collaboration between home and school (OKM, 2012, p. 38). An essential 
goal in developing partnerships is to help children eventually succeed in school and in later 
life (Epstein et al., 2002); therefore, for example, in the U.S., several very successful 
programs have been launched to stimulate parental involvement, and structures and 
frameworks have been developed to help schools build closer relationships with parents 
(see Caspe et al., 2006/2007; Epstein et al., 2002). It is notable that the partnership idea is 
highly valued in schools for children with disabilities and special educational needs, 
although its challenges have also been recognized (Russell, 2008; Dobbins & Abbott, 2010). 
Developing collaboration to create a partnership most likely requires some changes from 
schools and homes. At schools, first, the principals must be engaged strongly in 
partnership-building and continuous support (Michael, Dittus, & Epstein, 2007). A 
significant change in attitude is also required since a partnership is more than just an 
activity to be implemented (Christensen, 2004; Australian Government, 2008). Teacher 
attitudes were also highlighted by Hirsto (2010), who investigated strategies for home-
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school collaboration among early education teachers and concluded that teachers need 
concrete skills, knowledge, and positive attitudes to build more effective collaboration. 
Vyverman and Vettenburg (2009, p. 119) suggested that "working on parent participation is 
also about developing a certain attitude comprising respect for and interest in the parents and the 
children.” Some schools (or even school districts, cities, or countries) have already 
recognized the importance of building partnerships; however, some schools have not yet 
perceived its importance. 
Epstein et al. (2002) developed a frequently applied framework for educators with the 
aim of developing programs for school and family partnerships. The framework consists of 
six types of involvement: parenting, communicating, volunteering, learning at home, 
decision-making, and collaborating with the community. The Australian version of family-
school partnership includes communicating, connecting learning at home and at school, 
building community and identity, recognizing the role of the family, consultative decision-
making, collaborating beyond the school, and participating (Australian Government, 2008). 
If these dimensions are considered further, the concepts that may emerge include, for 
example: feelings of being welcomed and valued, two-way exchange, learning from each 
other, positive attitudes, understanding, provision of information, and support (Epstein et 
al., 2002; Australian Government, 2008). The importance of transmitting positive values and 
attitudes toward learning and schooling are also significant and may facilitate the 
development of consistent disciplinary approaches across home and school. If parents are 
aware of the teachers’ or school’s goals, they may provide resources and support for 
learning at home (El Nokali et al., 2010). In addition to transmitting positive values 
regarding learning, it is important that parents address positive values with respect to 
schools’ and teachers’ work (Ministry of Education, 2010).  
3.5 HOME-SCHOOL HEALTH PARTNERSHIP 
Home-school health partnerships contain the elements of partnership with an orientation 
toward health learning and health promotion. Hence, the aim of a home-school health 
partnership at the organizational level is to build a supportive network in a school 
community (including school personnel and parents) and, similarly, to support children 
jointly at the individual level as parents and teachers (or other member of a school 
community). The reasons to build a health partnership between home and school are 
twofold: the obligation imposed by international and national regulations (e.g. WHO, 1986; 
FNBE, 2004; see Figure 3) and, even more importantly, the need to support and promote 
children’s health and prevent risky behaviors.  
Today’s rapid changes in society with greater knowledge and variety of opinions; busy 
lifestyles and changing values; and choices between healthy and unhealthy behaviors 
engender a complex decision-making climate for adults in their upbringing task 
(Christensen, 2004; Ginsburg, 2007; Jackson & Tester, 2008). Acknowledging the challenges 
of children’s and youths’ well-being today, the Ministry of Education has demanded 
stronger partnerships between home and school than previously existed. Mutual objectives 
and joint collaboration are required to create healthy and safe growth and learning 
opportunities for children (OPM, 2010). 
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Figure 3. Obligational, guiding, and supporting structure of home-school health partnerships in 
Finland   
 
The current evidence from recent research shows that several issues related to the health 
and health behaviors of Finnish children and adolescents need attention, such as decreased 
breakfast eating and teeth-brushing, relatively low physical activity, late bedtimes, and 
increased media use (THL, 2011b). Overweight and obesity seems to be a growing national 
problem, causing, for example, a rapid increase in the incidence of type 1 diabetes 
(Harjutsalo, Sjöberg, & Tuomilehto, 2008), several mental health problems such as low self-
esteem (Bjornelv, Nordahl, & Holmen, 2011), and emotional and behavioral problems of 
children under school-age (Griffits, Dezateux, & Hill, 2011) and in elementary school 
(Sawyer, Harchack, Wake, & Lynch, 2011). Furthermore, headaches, tension, restlessness, 
and difficulty concentrating are symptoms experienced in particular by school-aged 
children (Mäki et al., 2010). Smoking (Raisamo, Pere, Lindfors, Tiirikainen, & Rimpelä, 
2011; THL, 2011b) and alcohol consumption, as well as social exposure to drugs, are 
additional concerns among youth (Raisamo et al., 2011), and connections between weekly 
smoking, monthly alcohol use, physical inactivity, low breakfast consumption, and low 
educational aspirations have been found among 9th graders in Finland (Haapasalo, 
Välimaa, & Kannas, 2012). A UNICEF report (2007) mentioned the relatively poor 
subjective well-being and family and peer relationships of Finnish children, and subjective 
well-being at school is considered low by pupils (Haapasalo, Välimaa, & Kannas, 2010). 
Recent school shootings and family tragedies have contributed to problems in families and 
among youth. 
TASKS OF 
HOME: 
REARING, 
EDUCATION 
TASKS OF 
SCHOOL: 
EDUCATION, 
REARING 
Teacher 
 
Parents 
  
HOME-SCHOOL  
HEALTH PARTNERSHIP 
 
Regional programs and documents, 
e.g. 
- Child and youth policy programs of 
municipalities 
- Local curriculum based on national 
core curriculum 
National recommendations, e.g. 
- Quality Recommendation for School 
Health Care (MSAH, 2004) 
- Quality Recommendation for Health 
Promotion (MSAH, 2006) 
- Quality for Home-School Collaboration 
(FNBE & Finnish Parents’ League, 2007) 
- Quality Criteria for Basic Education  
(OPM, 2010) 
SCHOOL COMMUNITY 
Pupil welfare services 
 
School meals 
National acts, decrees, and commandments, e.g. 
- Basic Education Act (1998) 
- National Core Curriculum of Basic Education (FNBE, 2004) 
- Child Welfare Act (2007)  
- Health Care Act (2010) 
- Government Decree 338/2011 
School health promotion 
Shared responsibilities 
Shared values 
Common aims 
Common time 
Common language 
Building common knowledge 
Involvement 
Acknowledging effects of 
formal and informal learning 
International documents, e.g.: 
- Ottawa Charter (WHO, 1986) 
- Convention on the Rights of the Child (UN, 1989) 
- Jakarta Declaration (WHO, 1997) 
Curriculum 
Strategies, e.g. 
- National Development Programme for 
Social Welfare and Health Care (KASTE) 
2012-2015. (MSAH, 2012) 
- Education and Research 2011-2016 
(OKM, 2011) 
- Child and Youth Policy Development 
Program 2012-2015 (OKM, 2012) 
- SHE Strategic Plan 2008-2012 (Buijs, 
2009) 
Administration 
Supplementary teacher education 
Atmosphere 
Experiences 
Attitudes 
Parent/family involvement/activities 
School health programs 
Peers 
(+/-) 
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Various risky behaviors usually start during childhood or early adolescence (e.g., 
unhealthy eating, inadequate physical activity), during the transition to or during 
adolescence (e.g., tobacco use, alcohol and drug use, unhealthy sexual behaviors, violence), 
or when major developmental tasks related to puberty and sexual maturation, cognitive 
development, and identity construction occur (e.g., Suvivuo et al., 2008). Risky behaviors 
and risk-taking behaviors, which are acts that endanger the personal safety of self and, 
sometimes, of others, become more common. Risk-taking behavior provokes excitement 
and strong sensations (e.g. risky driving, unprotected sex), and adolescents who engage in 
such activities usually are, for example, more sensitive to the media, involved in other risky 
behaviors, and less subject to parental control for behavior outside the home (Cattelino, & 
Ciairano, 2005). 
Understanding the nature of risky behaviors and their timing is important, but it is 
equally important to acknowledge the factors that protect children and adolescents from 
unhealthy behaviors. Protective factors, according to Cattelino (2005 p. 81), are “the 
combination of variables and personal and contextual characteristics that are able to limit 
adolescents’ involvement in risk behavior.” Such factors are usually tied to the family, school, 
friends, knowledge, and free time. For example, talking to each other, having meals 
together, and knowing adolescents’ friends represent family closeness, connection, 
communication, and engagement and positively influence adolescent well-being. 
Additionally, parental supervision, rule-setting, and modeling healthy behavior are 
connected to better health-promoting behavior (Youngblade et al., 2007). 
The prevention of a specific risky behavior, however, is often late when it occurs. As 
Bonino et al. (2005, p. 268-269) described, “The prevention of marijuana use cannot take place in 
primary school … because substance use is a possible adolescent response to a developmental task of 
adolescence in a specific life context” and that, “for children, smoking has no psychological 
importance or significance, and a negative attitude toward smoking at this age does not guarantee 
the rejection of this behavior at a later age.” Hence, adults must take responsibility for noticing 
the timelines of youth development and act when habits or a single behavior begin to 
change, targeting the interventions to particular age groups effectively (Bonino et al., 2005).  
As the European Parliament (2008) highlighted, teachers play important social and 
developmental roles that extend beyond traditional subject boundaries. Their role in school 
health promotion is important, even though all teachers do not perceive themselves as 
potential role models (Jourdan et al., 2010). The pupils, especially in the lower grades, are at 
an age where the role-modeling of a teacher, together with adult family members is 
notable, for example, in instructing children regarding nutritional aims by participating 
with them at school meals (Manninen, 2010). According to “Parents’ Barometer” (Metso, 
2011), nearly half of parents (n=1621) perceived that teachers’ lack the time to support 
pupils’ learning and growth. Most of the parents, however, were satisfied with the learning 
atmosphere of the schools and thought that their children liked to go to school.  
An increase in the proficiency and skills of teachers has led to the most effective school 
health interventions (St. Leger & Nutbeam, 2000). Teachers’ role in school health 
promotion, however, is clearly different from that of school nurses (Tossavainen & 
Turunen, 2004), although their role, for example, in recognizing pupils’ health threats has 
been found to be even bigger than school nurses’ (Rees & Clark-Stone, 2006). Even though 
the teachers’ expertise in health content has previously been considered insufficient (St. 
Leger, 1998; Maney, Monthley, & Carner, 2000), positive development has occurred. For 
example, in Finland, the qualifications for health education teachers from grade 7 onward 
include 60 ECTS of university-level education in health education and promotion (Decree 
986/1998, Amendment 614/2001).  
Although models of home-school health partnership have not been developed or at least 
not published widely, home-school collaboration or family involvement structures can be 
applied to health to a great extent, as Michael et al. (2007) illustrated. A framework of six 
types of involvement (Epstein et al., 2002; Epstein, 2011): parenting, communicating, 
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volunteering, learning at home, decision-making, and collaborating with the community, 
were applied to health education and health learning in a school community (Table 3). Even 
though the context of this content may not be directly applicable to the Finnish school 
system, there are many functions that could be applied further to support children’s goal-
oriented health learning. Additionally, the health learning of the whole family is targeted in 
this model. The content of Michael et al.’s (2007) health-oriented parental involvement 
model was described from the school’s point of view. The school’s role in health promotion 
among children and youth is essential (Blom-Hoffman et al., 2008; Tossavainen & Turunen, 
2004). Additionally, if students are healthy, it has a positive influence on learning (St. Leger 
et al., 2009). As the Basic Education Act (1998, Amendment 477/2003) stipulated, “Education 
shall be provided according to the pupil's age and capabilities and so as to promote healthy growth 
and development in the pupil.” 
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Table 3. Six types of parental involvement in the health context (Michael et al., 2007, p. 568-
569) 
 
Method of 
parental 
involvement 
Examples of involvement 
 
Parenting  Provide families with seminars, workshops, and information on health topics that 
relate directly to lessons taught in health education and physical education 
classes. 
 Build families’ leadership, decision-making, and parenting skills to support 
positive health attitudes and behaviors among students and to help build 
healthy home and school environments. 
 
Communicating  Communicate with families about health education classes and courses and 
opportunities to participate in school health programs and other community-
based programs. Through 2-way communication (school-to-home and home-to-
school), families receive educational materials about various health topics, know 
how they can be involved in school health programs, and keep in touch with 
teachers, administrators, counselors, and other staff. School-to-home 
communications include information for families when students are given health-
related screenings in school and suggestions for follow-up services as needed, 
as well as school newsletters and Web sites that feature columns on heath topics 
studied in class. Home-to-school communications include messages from 
parents to teachers, nurses, and administrators about students’ medications and 
other health needs. 
 
Volunteering  Recruit, train, and involve families as volunteers. 
 Take advantage of the time, experience, and resources of families and 
community members to enrich health education and physical education classes. 
For example, invite family volunteers to lead lunchtime walkathons, weekend 
games, and after-school exercise programs in dance, cheerleading, karate, 
aerobics, yoga, and other activities. 
 
Learning at home  Involve families and students in health education learning activities at home, 
including homework for health instruction, personal goal-setting for healthy 
behaviors, and other health education-related activities. 
 Have teachers develop homework assignments for students that involve family 
discussions about health topics and age-related health issues. 
 Identify health promotion projects in the community and invite families to 
participate in physical activities in school or in the community. 
 
Decision-making  Involve students, families, and community members in parent organizations 
(e.g., Parent Teacher Association or Parent Teacher Organization), on school 
health councils, on school action teams to plan special health-related events, 
and in other school groups and organizations.  
 Involve parents in decisions when developing school health policies, 
emergency/crisis/safety plans, health and safety messages, health-related 
curricula, food and beverage selections for school breakfasts and lunches, health 
services and referral procedures, and other plans and programs.  
 
Collaborating with 
the community 
 Coordinate information, resources, and services from community-based 
organizations, businesses, cultural and civic organizations, health clinics, 
colleges and universities, and other community groups that can benefit 
students, families, and school staff.  
 Offer community health services (e.g., free immunizations, booster shots, and 
health screenings) to families.  
 Encourage community businesses and organizations to sponsor service-learning 
opportunities and other projects that enable students, faculty and staff, and 
families to contribute to the health of the community. 
3.6 SUMMARY 
The home-school relationship is a complex and broad phenomenon and an issue with 
multiple organizational and personal opinions and viewpoints. Furthermore, in the context 
of health, it may become even more personal, multisided, and challenging to capture. The 
basic element of the relationship, the collaboration between the home and school, may vary 
due to personal, organizational, traditional, and cultural reasons. The evidence for the 
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importance of active collaboration between home and school is strong, and the children are 
able to benefit from joint support academically, socially, emotionally, and in various ways 
related to health. Partnerships are the ideal form of collaboration, but can exist only if 
involvement from school and home is a priority and understood as an investment in the 
children’s future. The need for health partnership builds on the demands of today’s 
families’ and children’s challenges and schools’ opportunities to respond to those needs 
with their expanded expertise. Structures for health partnership have been formulated, but 
to become a true health promoting school with high activity in support of the children’s 
healthy development, the attitudes, values, and degree of commitment must first be 
examined before the change can be actualized. The development of home-school 
relationships toward home-school partnerships is illustrated in Figure 4.  
 
 
Figure 4. The home-school relationship and its characteristics (+=positive, ±=neutral, -
=negative) 
 
 
 
 
 
 
 
Parental and school 
involvement 
Strong (+) . . . . . . . . . . 
. 
. 
Weak (-) Separate functions of home and school 
(-) 
Responsibilities 
 
Shared (+) . . . . . . . . . . 
. 
. 
Separate (-) 
Home-school partnership; 
academic and health-related 
(+) 
 
(+) 
Home-school collaboration 
 
(±) 
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4 Purpose and study questions  
This study is situated in the field of nursing science with an emphasis on health promotion. 
It combines the concepts of health sciences and behavioral sciences and, thus, aims to 
improve the health of children through the developmental processes within their primary 
environments. This study was conducted to accomplish three purposes: the study 1) 
examined the prevailing practices and experiences of collaboration and health education 
responsibility between home and school; 2) developed practices related to collaboration 
between home and school in the area of children’s health learning; and 3) evaluated the 
outcome of a two-year health intervention designed to develop health-oriented 
collaboration between home and school. The study consisted of three phases. The related 
research questions were as follows: 
 
Phase I: Identification of the current stage of home-school collaboration and homes’ and 
schools’ responsibilities in children’s health education 
 
What was the current stage of home-school collaboration from the viewpoint of parents, 
pupils, classroom teachers, and principals? (Article I) 
 
What was the current stage of homes’ and schools’ roles in children’s health education from 
the viewpoint of parents? (Article II) 
 
Phase II: Developmental activities through intervention implementation  
 
How was the intervention implemented in schools from the viewpoint of classroom 
teachers and families in a mid-intervention process evaluation? (Article III) 
 
Phase III: Outcome evaluation 
 
What were the main outcomes of the two-year intervention study as evaluated by parents? 
(Article IV) 
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5 Methodological considerations  
5.1 PARTICIPATORY ACTION RESEARCH AS A STUDY APPROACH 
This study was undertaken within the Schools for Health in Europe (SHE) program, which 
involves several thousand schools and hundreds of thousands of pupils around Europe. 
Currently, 43 countries in the European region and around 40 schools in Finland are 
involved in the program (SHE, 2012). In accordance with the program’s aims, this study 
aimed to assist schools and professionals engaged in the development and maintenance of 
health promotion in their own schools by providing information, sharing and developing 
good practices and expertise, and being advocates for school health. Thus, the 
interconnection of education and health was genuinely and purposefully built within the 
study. The desire to participate was actualized through participatory action research (PAR) 
approach, which is one form of action research.  
There are many approaches and orientations to action research (Reason & Bradbury, 
2008, p. 12; McNiff & Whitehead, 2011, p. 10), each involving a different emphasis on the 
environment; the people and their position, problems, and issues to address; and the kinds 
of action that research projects serve (Kemmis, 2009). There are, however, certain common 
features that provide the general framework of the approach. Two intertwining and 
interdependent features form its twofold purpose: to contribute to new practices (action 
focus) and to contribute to new knowledge and theory (research focus of action) (McNiff & 
Whitehead, 2011, p. 55). According to Reason and Bradbury (2008, p. 2), “Action research 
challenges much received wisdom in both academia and among social change and development 
practitioners, not least because it is a practice of participation, engaging those who might otherwise 
be subjects of research or recipients of interventions to a greater or lesser extent as inquiring co-
researchers. Action research does not start from a desire of changing others ‘out there’, although it 
may eventually have that result; rather it starts from an orientation of change with others.” Action 
research, therefore, is a form of inquiry that links the practice and theory, and it can be used 
in both qualitative and quantitative research (Greenwood & Levin, 1998). There is never 
only one way of conducting action research, but a wide range of possibilities from which to 
choose (Reason & Bradbury, 2008, p. 13; see also Herr & Anderson, 2005, p. 31). 
PAR was judged to be a useful approach for fulfilling the aims of this school health 
intervention because of its participatory nature and its purpose of changing participants’ 
practices, their understandings of their practices, and the conditions in which they work or 
act (Kemmis, 2009). The action in PAR also has an educational intent; for example, one aim 
of this study within the school community was to help the core participants (teachers) to 
learn how to develop health-related home-school partnership practices (see Tossavainen & 
Turunen, 2005; Saaranen et al. 2007; Kindon, Pain, & Kesby, 2009; McNiff & Whitehead, 
2011). PAR involves academic researchers and participants working together, as in this 
study: the researcher with teachers and principals together defined the problem(s) to be 
examined, sought relevant knowledge and experience, implemented the actions in the 
school community, and interpreted the results of the action based on what they learned 
(Greenwood & Levin, 1998; Kindon et al., 2009). Furthermore, families were invited to 
participate in the process, and pupils had their own important role in the process as 
developers and evaluators. The researcher contributed to the joint task of analyzing and 
discussing the possible methods of intervention (Styhre & Sundgren, 2005), and a research 
group guided the whole study process. As Bradbury Huang (2010) stated, an action 
researcher has to be aware of the changes and their effect, as well as of the researcher’s own 
presence in the intervention, and must ensure that both the practical aims and the research 
aims are met. Since the purpose of research determines the researcher’s degree of 
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involvement, this study demanded a close collaborative relationship between the 
researcher and the practitioners. It also included great responsibility in designing the 
project in a research group, gathering the data, and interpreting the findings.  
As participatory action research aims to develop practice, the approach that most 
emphasizes the practical aspect of knowledge, mixed methods research (MMR), was used 
(Johnson & Onwuegbuzie, 2004; Johnson, Onwuegbuzie, & Turner, 2007; Creswell & Plano 
Clark, 2011). By collecting both qualitative and quantitative data, it was possible to obtain 
the most comprehensive picture of school-aged children’s primary health learning 
environments from the viewpoint of pupils, their parents, and school personnel. The design 
of this study most closely resembles Creswell and Plano Clark’s (2011) embedded mixed 
methods design with qualitative and quantitative data collection conducted simultaneously 
at pre-, mid-, and post-intervention. In this study, mixed methods allowed us to gain a 
wider view of the research questions addressed and enabled the use of multiple research 
phases during the two-year intervention study to achieve its purpose (Creswell & Plano 
Clark, 2011).  
5.2 SAMPLE AND PARTICIPANTS 
The study schools were selected by a purposive sampling technique. The criteria for 
inclusion of a school in this study were fivefold (Table 4). In addition to the criteria, 
including both rural and urban schools was preferable to attempting to determine the 
possible differences due to school location. 
 
Table 4. Criteria for the study school selection 
 
 
This study used a quasi-experimental design, specifically an untreated control group 
design with a pre-test and post-test (Cook & Campbell, 1979, p. 103-112), including four 
study schools, divided into groups of two intervention and two control schools. Based on 
established inclusion criteria, eight (n=8) of 17 potential schools qualified for the study. The 
Criterion Fundamentals for criterion 
Location: Eastern Finland, North 
Savo 
 A PAR  approach requires ongoing involvement with study 
schools; the researcher has to be able to reach the schools easily 
 The schools’ core personnel are able to contact and meet with 
each other during and after the intervention 
School form: Integrated 
comprehensive school (grades 
1-9) 
 Health education subject teacher is available to serve as a 
specialist and as a member of the team 
 School nurse has a view and experience of the whole 
developmental process of pupils 
 Transition to upper grades of comprehensive school (after 6th 
grade) can  also be prepared  
School that follows regular the 
National Core Curriculum for 
Basic Education (FNBE, 2004) 
 Special schools may have different curricula because of the 
pedagogy or special assignment of the school (e.g., Steiner 
pedagogy), which may have effect on the home-school 
relationship 
School has more than one fourth 
grade class  
 To ensure a sufficient amount of participants and to prepare for 
loss of sample after two years of intervention (pupils and their 
parents) 
 An opportunity to concentrate on one age cohort (due to the 
chance of big developmental differences between different age 
cohorts) 
No other home-school initiatives 
were ongoing or about to start 
at the school during the 
intervention 
 To minimize the extraneous variables in study design (which 
threaten the internal validity of an experiment) 
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researcher contacted the qualified schools’ principals; two declined participation, one due 
to new and ongoing initiatives and one due to the existing commitments of the teachers. Of 
the remaining six schools, the research group eliminated two schools due to forthcoming 
organizational changes. Consequently, of the four remaining schools, two agreed to serve 
as intervention schools and two as control schools (Figure 5). 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 5. Sampling chart 
 
The study participants at the four schools included parents (year 2008 N=348; year 2010 
N=358), pupils (year 2008 N=173; year 2010 N=182), classroom teachers (year 2008 N=5; year 
2010 N=6), principals (years 2008 and 2010 N=2), school nurses (years 2008 and 2010 N=2), 
and health education teachers (years 2008 and 2010 N=2). The principal of each school, as 
well as the Education Department of each site, approved the study protocol (Appendices 1, 
2, and 3) prior to the study. 
5.3 DESCRIPTION OF THE INTERVENTION COMPONENTS: SCHOOL 
ACTIVITIES 
The intervention aimed to inform the teachers and other personnel about supportive 
communication with parents and use the strategies to develop new material for interactive 
health education between school and home, to give information to parents about the lives 
of 11-13 year old children and their health issues, and to build pupils’ knowledge and skills 
regarding multiple health-related issues. Different activities were scheduled and executed 
in two intervention schools during two school years. The majority of the activities were 
based on baseline findings, and some developmental activities were started based on the 
process evaluation findings. The schools themselves prioritized their developmental needs 
after the researcher analyzed the findings and brought them into the schools. The length of 
activities varied from a single day to two school years, and they were executed by 
classroom teachers, health education teachers, pupils, parents, advanced vocational 
students, community volunteers, and the researcher (Table 5). Each activity was based on 
previous scientific literature (e.g., Epstein et al., 2002; Benson & Martin, 2003). The role of 
Target population 23 municipalities l 
17 comprehensive schools 
4 municipalities 
l 
4 comprehensive schools 
2 municipalities 
l 
2 intervention schools 
2 municipalities 
l 
2 control schools 
Normal curriculum-based 
education in the 
5th and 6th grades 
Intervention in the 
5th and 6th grades 
Committed 
schools 
4 municipalities 
l 
8 comprehensive schools 
Qualified schools 
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the researcher was to identify the most suitable activities for the desired outcome, and the 
role of classroom teachers was to select the best methods for their needs. In most cases, 
practitioners and the researcher together developed activities toward a more culture-
specific to the Finnish school environment. The preliminary intervention planning was 
formulated in the research group in the planning phase of the study.  
 
Table 5. School activities by grade, beginning semester, activity content, form of parental 
involvement, and actors involved 
 
Grade and 
beginning 
semester  
of activity 
Activity content Form of parental 
involvement* 
Actors involved 
Grades 5 and 6 
Fall 2008 
 
Information for teachers and 
other school personnel, including 
written material, lectures, and 
the two intervention schools’ 
collaborative meetings 
(Appendix 4/1) 
 
 
Researcher, research 
group 
Grades 5 and 6 
Fall 2008 
 
Newsletters to parents, including 
information, e.g., from parental 
involvement and child support 
(Appendix 4/2) 
Communicating Classroom teachers, 
researcher 
Grade 5 
Fall 2008 
 
School health club  
(school A) 
Volunteering Classroom teachers, 
health education 
teachers, parents, 
community volunteers, 
vocational students, 
researcher (as the 
developer) 
Grades 5 and 6 
Fall 2008 
 
Parent workshops/theme 
evenings 
Parenting Classroom teachers, 
principals, school 
nurses, researcher 
Grades 5 and 6 
Fall 2008 
 
Interactive health homework  
(Appendix 4/3) 
Learning at home Classroom teacher, 
researcher (as the 
developer) 
Grades 5 and 6 
Spring 2009  
 
Parents’ conferences (Appendix 
4/4) 
Parenting/communicating Classroom teachers, 
researcher (as the 
developer) 
Grades 5 and 6 
Spring 2009 
 
Health education lessons  
(school A) 
 Advanced vocational and 
polytechnic students 
Grades 5 and 6 
Spring 2009 
 
Pupils’ participatory workshops Parenting Researcher, pupils 
Grade 6 
Fall 2009 
 
Health curriculum development  
(school A, Appendix 4/5) 
Volunteering/decision-
making/parenting 
Classroom teachers, 
principal, health 
education teacher, 
pupils, parents, school 
nurses, researcher  
Grade 6 
Spring 2010 
 
Open school day (school B) Communicating Classroom teachers 
* Epstein et al., 2002 
 
Specifically, the activities were divided into three main components: classroom, family, 
and teacher, and delivered to a cohort of 5th graders followed through to their 6th grade 
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starting in August 2008. The classroom component included pupils’ participatory workshops 
and health education lessons taught by advanced vocational and polytechnic students. The 
researcher compiled the content of the pupils’ participatory workshops through reflective 
discussions with classroom teachers. The content included information and group work 
about issues such as Internet safety, cyber-bullying, energy drinks, body piercings, alcohol, 
and identity. Pupils compiled health education material on computers using the Internet in 
small groups, and parents were encouraged to view the pupils’ work via the Internet. To 
further provide concurrent health-related knowledge to the pupils, the researcher built a 
network between four polytechnic and vocational school teachers (who focused on oral 
health, first aid, skin and hair care, and mental health promotion) and classroom teachers, 
and the program for health education lessons started in the spring of 2009 and continued 
yearly. The advanced students were recruited to teach health issues to the 5th and 6th 
grade pupils. 
Interactive health homework, parent workshops/theme evenings, open school days, and 
newsletters for parents formed the family component. The interactive health homework 
consisted of two four-week packets (nutrition, puberty) for pupils to accomplish with their 
parents. The researcher was in charge of developing the packets, but the teachers gave 
suggestions and reviewed and evaluated the packets before, during, and after their first 
use. The parent workshops/theme evenings shared information with parents about the lives 
of 5th and 6th graders. The content of the workshops was planned together with the 
teachers, who also reviewed the content. Teachers at the other intervention school were also 
involved in building “Everyday Situations with Teens,” a discussion starter pack, which 
was used with both schools’ parents. As a change to the pre-existing school culture, parents 
were encouraged to bring their younger children to the evenings, and child care was 
provided. Furthermore, the development of newsletters for parents was studied with 
classroom teachers. The newsletters included information regarding e.g. how parents could 
support their children with their homework and how to monitor and discuss Internet use 
with their children. Some of the letters inquired about the parents’ involvement ability and 
willingness. Pupils delivered the newsletters to their parents, and they were also available 
on project Internet pages. Also, open school days for parents were held at the other 
intervention school. The parents of sixth graders were invited to school to participate in 
their children’s normal school day, which included several school subjects such as physical 
education and physics. Parents also had the opportunity to have a complimentary school 
meal, and they were given time to talk informally with the teachers and the researcher 
during the 15-minute breaks between classes. 
Finally, the teacher component consisted of information delivery to teachers, developing a 
health curriculum and a school health club for one intervention school, and parents’ 
conferences. The researcher delivered information to the teachers by educating, discussing, 
and distributing material through papers and the Internet throughout the process. A school 
health club was designed for the other intervention school’s fifth graders to give all pupils 
an opportunity to participate in the afterschool program without a fee. Classroom teachers 
and the researcher designed the health club, and classroom teachers, health education 
teachers, parents, community volunteers, and advanced students delivered the content to 
pupils. Classroom teachers also held parents’ conferences in the 5th grade at one 
intervention school and in the 5th and 6th grades at the other intervention school.  
Because Finnish schools are encouraged to develop local curricula (FNBE, 2004), the idea 
of developing a separate health education curriculum was considered a good source of 
information for the parents and teachers of fifth and sixth graders. The researcher and 
classroom teachers together planned the curriculum, and the views of pupils, parents, 
classroom teachers, health education teachers, school nurses, and principals were included 
in the curriculum. The health curriculum described the importance of health education, not 
only in schools but also in homes. The objects and the content of health learning in the fifth 
and sixth grades, the enrichment program for health education (interactive health 
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homework and advanced students’ health education lessons) with a timetable, methods of 
teaching health, assessment, and continuity in health education when proceeding to grade 7 
were included in the curriculum. After the intervention, both intervention schools received 
a comprehensive USB file of the forms used, information, and other useful materials in the 
intervention.  
5.4 DATA AND METHODS 
5.4.1 Instrument development 
No comprehensive and standardized tests were found to measure children’s health 
learning in the scope of home-school collaboration. It was, therefore, decided to develop 
two separate instruments to determine the views of parents and pupils. First, a 153-item 
closed-format survey instrument was developed to determine parental attitudes and 
experiences regarding the home-school collaboration related to children’s health learning. 
To establish the content validity and the method of data collection, the instrument was 
tested by a panel of master’s degree students (Teacher Education in Health Sciences, N=20) 
at the University of Kuopio. A pilot test was conducted with 56 fourth grade pupils’ 
parents. Both the panel of master’s degree students and the pilot test group also received a 
short, one-page questionnaire on the content and structure of the questionnaire. All the 
master’s degree students and 43 parents returned the questionnaires. The time required to 
complete the questionnaire was also recorded by the master’s degree students. Based on the 
results, minor changes were made to the questionnaire to ensure that adequate measures of 
parent perceptions of communication and involvement in their children’s schooling and 
health learning were included. The developed questionnaire contained a Likert-type, five-
point response format (“strongly agree” to “strongly disagree”; “once a week” – “never”). 
In addition, 3 open-ended questions were included in the survey with 6 background 
questions.  
Second, a 132-item closed-format survey with the same response options as used in the 
parents’ survey was developed for fourth grade pupils to discover their opinions and 
experiences regarding interaction with school personnel and toward school; interaction 
with parents about school issues; learning and schoolwork; health behaviors; and health 
learning. The questionnaire was piloted within the same school as the parents with 76 
pupils. After revisions were made, the questionnaires were ready to use. The survey 
instruments were constructed based mainly on previous studies and questionnaires (e.g., 
Cox, 2005; Epstein, Salinas, & Connors, 1993, Epstein et al., 2002; Hoover-Dempsey et al., 
2001; Poutanen et al., 2006; Sheldon & Van Voorhis, 2004), as well as national documents 
(e.g. FNBE, 2004; FNBE & Finnish Parents’ League, 2007). 
In 2010, questionnaires with the same format were used with parents and pupils as in 
2008. Four closed-format questions and one open-ended question addressing the transition 
to grade 7 were added to the parents’ survey and 7 closed-format and one open-ended 
question was added to the pupils’ survey. In addition, one open-ended question was added 
to both questionnaires in case the respondents wanted to include a comment about the 
intervention study.  
Two nearly identical semi-structured interview forms were developed for classroom 
teachers, principals, school nurses, and health education teachers with the purpose of 
gaining information about home-school collaboration and the existing and desirable school 
procedures generally and those related to health (Appendix 5). The process evaluation 
interview forms (spring/summer 2009) targeted at families and classroom teachers 
separately, included questions about the intervention (Appendix 6). 
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5.4.2 Data collection 
The quantitative baseline data were collected from the parents in February and March 2008. 
The total number of parents turned out to be very difficult to count since the classroom 
teachers did not know each child’s home situation or family structure for sure. Therefore, 
two copies of the questionnaires were delivered to all the pupils’ homes, and the researcher 
gave a couple of questionnaires to stepparents and fathers living separately who wanted to 
participate in the study. The pupils delivered the questionnaires in sealed envelopes to 
their parents through school; the intervention school parents were also given the 
opportunity to obtain the questionnaire at parents’ evenings. The questionnaires were 
accompanied by a cover letter, and, before that, an information letter was sent (Appendices 
7 and 8) that contained information assuring confidentiality and directions on how to 
complete the questionnaire. Postage-paid, self-addressed return envelopes were included in 
the envelopes. Parents were asked to complete the survey and mail it directly to the 
researcher in a sealed envelope. Parents were given two weeks to complete and return the 
survey.  
The pupils’ data was collected in May 2008. In each school, one 60-minute class period 
was used to administer the questionnaire. The researcher distributed all questionnaires to 
pupils after informing them about the confidentiality and telling them that their responses 
would not be seen by anyone other than the project researchers. Instructions were given for 
filling out the questionnaire, and the pupils’ questions were answered. Although written 
consent was not obtained from the pupils, they were informed that they could stop filling 
out the questionnaire or refuse to participate in the study. The researcher was alone with 
the pupils while the survey was conducted, with the exception of one class of pupils where 
a school helper was available to help one pupil if needed. 
The quantitative surveys procedure followed in 2010 was the same as that used in 2008 
(Appendix 9). The pupils’ and parents’ questionnaires were delivered in May 2010 at the 
same time, when the intervention was ending. The questionnaire administration sessions at 
the schools were executed as described previously and as planned; the same researcher was 
responsible for delivering the questionnaires, the pupils filled out the forms mostly one 
grade at a time (some pupils had to leave for appointments and came back to other sessions 
to complete the forms), and the sessions were not disturbed. Only one classroom teacher 
had to visit the classroom during the session a couple of times, but it did not have a 
disturbing effect on the pupils.  
Qualitative data were collected in three phases. The baseline (spring/summer 2008) and 
post-intervention (spring/summer 2010) interviews included individual interviews with the 
intervention school principals, health education teachers, and school nurses, and the focus 
group interviews were conducted with classroom teachers. The process evaluation 
(summer 2009) included interviews with two classroom teachers individually and three 
separate family interviews that included the mother, father, and child. The focus groups 
were chosen in the classroom teacher interviews at the baseline and post-intervention 
because of the ability of the method to provide enriched data through group interaction 
(Carey, 1994). Furthermore, by using focus groups, it was possible to engage in natural 
conversation about the study themes without going into greater depth and more detailed 
information, which was not the purpose of the baseline and post-intervention interviews 
(Morgan, 2008). All the other school personnel interviews were conducted individually 
since the participants were either only representatives of their profession in each school or 
selected to participate in the study. The data collection procedure is further illustrated in 
Figure 6. 
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Figure 6. Data collection procedure  
 
 
Prior to all interviews, the participants were informed about their voluntary 
participation. At the beginning of each interview, the researcher notified the participants 
that the interview would be recorded, that no one but the research group would hear the 
interviews, that identifying information would be removed during the transcription 
process, and that parts of the interviews would be used in the thesis and/or publications 
(Bryman, 2008). Written consent was not collected from the interviewees, but all the 
interviewees gave their consent by agreeing to participate in the interviews (National 
Advisory Board on Research Ethics, 2009). 
The personnel interviews were semi-structured and held in a classroom, a separate room 
at a school, or at the university. The classroom interviews had some disturbances, in 
contrast to the quiet private rooms. The structure of the personnel interviews was similar in 
all interviewed groups but tailored for the interviewees’ own professional experience. The 
purpose of the interviews was to gain insight about the interviewees’ attitudes toward and 
their perceptions of family involvement in their everyday work in the school community, as 
well as their perceptions of pupils’ health learning and teaching. In addition, the 2010 
interviews contained questions about the intervention as a whole. The interviews were held 
both during the school day and after school, lasted approximately 60 to 90 minutes, and 
were recorded using a digital device. A similar procedure was used in mid-intervention 
interviews with classroom teachers (individual interviews, held at the school and at the 
university) and in family interviews (held at the school and at interviewees’ homes). The 
participants consented to the interviews being audio recorded, and confidentiality and 
anonymity in reporting were assured. The mid-intervention interviews lasted 
approximately from 40 to 70 minutes. Attendance logs and relevant school statistics were 
examined to find additional information about the participants and non-participants in the 
intervention activities.  
 
5.4.3 Data analysis 
The mixed method data were analyzed separately. The quantitative data were analyzed 
using the Statistical Packages for Social Sciences (SPSS, PASW) statistical program (versions 
14.0, 18, and 19). A significance level of .05 was adopted for all statistical analysis. The 
Likert scale alternatives were combined appropriately in the analysis (Articles I, II, and IV).  
The parents’ background variables of gender and education were compared in relation 
to home-school collaboration and described by percentages and tested using Pearson’s chi-
square test in Article I. The question concerning the extent of the use of methods of 
collaboration between class teachers and parents was described using means, standard 
Qualitative (QUAL) and quantitative 
(QUANT) data collection before the 
intervention (2008) 
Qualitative (QUAL) and 
quantitative (quant) data 
collection during the 
intervention (2009) 
INTERVENTION 
Pupils (N=173)  
Parents (N=348) 
Principals (N=1+1) 
Classroom teachers (N= 2+3)  
School health nurses (N=1+1) 
Health education teachers (N=1+1) 
Classroom teachers 
(N=1+1)  
Families (N=1+1+1) 
Attendance logs 
Phase I Phase II Phase III 
Qualitative (QUAL) and quantitative 
(QUANT) data collection after the 
intervention (2010) 
Pupils (N=182)  
Parents (N=358) 
Principals (N=1+1) 
Classroom teachers (N= 3+3)  
School health nurses (N=1+1) 
Health education teachers (N=1+1) 
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deviations, and numbers of observations, tested using the Mann-Whitney U-test. The 
pupils’ answers were described by frequencies and percentages and tested using Pearson’s 
chi-square test. The only background variable used for the pupils’ survey was gender. 
The Kaiser-Meyer-Olkin value was used to determine the suitability of data for factor 
analysis, and Bartlett’s Test of Sphericity was used to determine the factorability of the 
correlation matrix in Article II (Pallant, 2007). An exploratory factor analysis using principal 
axis factoring was used to identify the factor structure, which was determined by 
eigenvalues greater than or equal to 1. The factors were labeled according to the health 
education content areas and used as sum variables, which were then investigated using 
descriptive statistics (means, standard deviations). The internal reliability of these was 
examined using the Cronbach’s alpha coefficient. The differences in mean scores by sum 
variables and children’s gender and health status, parents’ education, gender, work status, 
year of birth, and area of residence (rural/urban) were examined by analysis of variance 
(ANOVA). If the statistical significance was obtained, the mean scores were combined to 
identify differences among groups of background variables (Pallant, 2007). 
The differences between the parents’ baseline demographics by intervention and control 
school were determined by chi-square tests; Spearman’s rank correlations were used to 
determine the relationships between the sum scores and single items in the variable set; and 
a two-way analysis of variance was used to explore the impact of time (2008/2010) and 
group (intervention/control) on parental involvement ethos, health education knowledge 
and participation, and health support (Article IV). These categories were first formed by 
summing the appropriate items to form the sum scores. The effect sizes were used to 
quantify the effectiveness of the intervention and were calculated using Cohen’s d.  
The qualitative data were analyzed in accordance with the research questions. The 
digitally recorded interviews were first transcribed and checked against the original 
recordings. The content analysis developed by Huberman and Miles (1994) was used. The 
data reduction included the simplification of original statements into key themes that were 
then displayed on a matrix. Conclusions were drawn based on comparisons between the 
informants and responses. An example of the analysis process is illustrated in Table 6. The 
author was responsible for all stages of the quantitative and qualitative data analysis and 
confirmed the statistical methods used and the results obtained with the statistician. 
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Table 6. An example of qualitative data analysis 
 
5.5 SUMMARY 
This study was carried out as a two-year participatory action research study within four 
study schools selected by purposive sampling technique and divided into groups of two 
intervention and two control schools. The study was conducted in three phases. Phase I 
included an examination of the prevailing practices and experiences of collaboration and 
health education responsibilities between home and school. It included baseline measures 
from parents, pupils, classroom teachers, health education teachers, school nurses, and 
principals and intervention planning between intervention school personnel and the 
research group. The main purpose of Phase II was to develop practices related to 
collaboration between home and school in the area of children’s health learning and was 
executed through three intervention components: family, teacher, and classroom 
components. The process evaluation conducted at mid-intervention gave information about 
the implementation. In Phase III, the intervention ended, and the effects of the intervention 
Evaluative 
issue 
Illustration of an original statement Sub theme Key theme 
 
Family 
component 
Next winter will be quieter (at work) 
Too tired in the evenings to participate 
Many fathers are at work 
All parents do not have a situation where they are so tired after 
work 
We could not participate in the spring feast as it was from 9 to 10 
and it was a work day 
There were also parents who could not come until after 5:00 
 
 
 
 
Work-related  
issues 
 
 
 
 
 
 
 
 
 
Reasons for 
parents’ 
involvement/ 
participation  
(+/-) 
For mothers, it is natural to be involved with schoolwork 
Mothers participate more in schoolwork 
Tradition 
The transfer of information doesn’t always work 
Most of the teachers are women, so it is easier to talk with them 
The more familiar you are (with the teacher), the easier 
conversation is  
The fewer parents’ nights there are, the more distant teachers are 
 
 
Communication 
We could not participate in the spring feast as it was from 9 to 10 
and it was a work day 
School-related 
issue 
Willingness… I feel that they (parents) do not have much of it Lack of 
willingness 
If I say it straight: oh no, the Salkkarit (Finnish soap opera) begins 
and I should get home 
Other competing 
activities 
Researcher’s 
role 
You have listened to us very well 
We have discussed much with you 
If we have had resistance, it was cleared up during the discussion 
If there were some unnecessary elements, they were eliminated 
during our discussions 
 
 
Communication 
 
 
 
 
Different 
aspects of 
researchers’ 
role in the 
PAR process 
The goals are clear and well formulated 
In the beginning, it was unclear what the ultimate goal of this 
project was 
How the goals may be achieved 
There was a feeling that we were not sure which stage we were in at 
the time 
 
 
Understanding 
the process 
You have shown that there is no need to create any miracles Encouragement 
You informed us very well Information 
delivery 
(You have) seen how much we are able to take Sensitivity 
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were evaluated (Figure 7). The data were collected by mixed methods throughout the study 
and purposefully integrated for interpretation.   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 7. The cyclical process of the school health intervention study 
 
Continuing of intervention 
6th graders, their parents, core personnel, 
 research group 
- Intervention activities 
- Education sessions 
- Developmental meetings 
 
Closure of intervention 
All participants 
Post-intervention measures 
Intervention planning 
Classroom teachers, health education 
teachers, school nurses, principals, research 
group  
Beginning of intervention 
5th graders, their parents, core 
personnel, research group 
- Intervention activities 
- Education sessions 
- Developmental meetings 
 
Baseline measures  
Process evaluation  
Phase I 
Phase II 
Phase III 
2008 
spring 
 
2010 
spring 
2009 
spring/summer 
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6 Results 
The quantitative and qualitative findings of this study are combined in the results section. 
Article I includes mixed method data from pupils, parents, classroom teachers, and 
principals, and Article II contains quantitative data from parents. Mixed methods are again 
used in the process evaluation (Article III), which includes families and classroom teachers. 
The outcome evaluation (Article IV) is executed based on quantitative measures from 
parents.  
6.1 IDENTIFICATION OF THE CURRENT STAGE OF HOME-SCHOOL 
COLLABORATION AND HOMES’ AND SCHOOLS’ RESPONSIBILITIES IN 
CHILDREN’S HEALTH EDUCATION (ARTICLES I-II) 
The parents were generally interested in their children’s schooling, participated in school 
activities from moderate to good levels, and valued home-school collaboration (Article I). 
Parents, however, did not enter the school except when specifically invited, nor did they 
participate in their children’s school day much at all. Traditional methods of home-school 
collaboration, such as parents’ evenings, were viewed as important. In their current form, 
however, parents’ evenings were not appealing to many parents. They were also unsure 
about or declined to state whether their children were invited to the parents’ evenings.  
Schools have different policies in applying other “popular” home-involving events, 
parent-teacher conferences. The parents in this study considered conferences important and 
would like to attend conferences throughout the nine-year comprehensive school. The most 
frequently used method of collaboration was getting a report from the teacher about their 
children’s academic success, and the least frequently used method was inviting parents to 
participate in planning schoolwork. Most of the parents agreed that school, and especially 
the classroom teacher, is responsible for taking the initiative in home-school collaboration. 
They also wanted the school to diversify the methods of collaboration. Most parents felt 
that they had been invited to school at times other than parents’ evenings. However, less 
than half of the parents did not feel encouraged to take an active role at school. The teachers’ 
had not introduced to parents how to become involved in school activities during the 
school day.  
Parents, especially mothers, found it easy to converse with the classroom teachers. 
Mothers found it easier to understand the teachers’ language (school-specific words) than 
fathers did. Fathers also received less information from classroom teachers about their 
children’s homework and test preparation than the mothers did. Mothers participated in 
school events or activities, regardless of content, more than fathers did. Lower levels of 
education were connected to lower parent participation. The older the parents were, the 
less they were willing to continue collaboration with their children’s teachers at the same 
level as when the children were younger. 
Parents reported that would like to participate more in their children’s school day if they 
were given opportunities by the school to do so. Also, the majority of parents would like to 
increase the interaction between classroom teachers and parents. Nearly half of the parents, 
however, stated that their lack of time hindered participation. Other reasons included 
irregular work times, child care problems, the school’s failure to produce new information 
for them, and the ongoing involvement of a spouse or partner. Parents generally valued 
schools’ organized activities and listed parents’ evenings, parent-teacher conferences, and 
schools’ health-promoting procedures as the most liked activities.  
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The teachers were anxious to separate the tasks of home and school. Teaching was 
considered to be the teachers’ primary (and preferred) task and rearing as the parents’. 
However, the teachers described the increased rearing task as exceeding the teaching task. 
Teachers informed parents very well about different kinds of events or activities but did not 
especially encourage parents to participate further or deeper. Preservice education did not 
prepare teachers enough for home-school collaboration. According to the principals, home-
school collaboration is an essential part of teachers’ work that is continuously growing. 
Teachers can either handle it satisfactorily for both parties or have difficulties in the task. 
Collaboration, however, is always the responsibility of both parties. For principals, the lack 
of time caused by increased administration tasks, prevents them from spending more time 
with pupils, even though they would like to do so. Hence, the work of school principals 
remains distant from pupils. Often, the principal’s role is to collaborate with the home in 
negative matters. Individual pupils’ problematic situations are treated with great effort. 
Generally, parents are not visible at school and are not even expected to have greater 
involvement in schools except for attending regular school events. 
Parental views about the responsibilities of home and school in educating children in 
health issues were examined in Article II. Health education content in the parents’ 
questionnaire for this sub-study were adopted from the National Core Curriculum of Basic 
Education and further divided into cognitive, social, functional, emotional, and ethical 
health capabilities (FNBE, 2004). Based on the results, the school location emerged as the 
most significant factor in explaining parents’ perceptions: rural school parents were willing 
to share the responsibilities with school in most health education areas. Furthermore, the 
parents’ year of birth showed an impact in determining the responsibilities. The youngest 
group of parents, representing one-third of the sample, was more willing to share 
responsibilities with schools or even to give some more responsibilities to schools than the 
groups of older parents. Accordingly, the older the parents were, the more likely they were  
to view educating children with respect to the basic principles of Internet and television use, 
setting boundaries of permissive activity for them (sum of variable boundaries and 
regulations) and in the areas of tobacco, alcohol, or violence (sum of variable health 
prohibitive factors) to belong to the home. 
Children’s health status was related significantly to the sum variable of growth and 
development, which implies that parents who have a chronically ill child would like 
additional support from the school in educating the child in those areas. Additionally, 
mothers were slightly more willing to give the school greater responsibility in first aid 
education than were fathers. Parents in this study were ready to take responsibility 
themselves in many areas and considered the basic parenting tasks as their responsibility – 
though younger parents differed from their older counterparts in some areas. 
The findings from this study indicate that parents valued the school’s educative role in 
health education together with that of the home. Of 36 items (Table 2 in Article II), 22 were 
allocated to the “belongs equally to home and to school” category. Bullying and violence were 
rated highest. Another content area that parents considered to belong equally to the home 
and school concerned action in emergencies and first aid; proper working positions and 
posture; interaction; reliability of health-related knowledge; functioning in a group; tobacco, 
alcohol, and intoxicants; traffic; puberty changes; and sexual development. The areas of 
proper dressing, adequate sleep and rest, daily rhythm, and washing and hygiene care 
were allocated to the “belong totally to the home or mainly to the home” category by over 80% 
of parents. In addition, the basic principles of using television were considered to be 
learned at home. Very few parents (0.5% to 2.7%) indicated some areas as “totally the school’s 
responsibility,” but a group of parents considered educating a child in areas such as 
functioning in a group (29.5%), anatomy and physiology of the human body (28.9%), 
human growth and development (25.0%), and proper working positions (22.8%) as “mainly 
the responsibility of the school.”  
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Conclusion: Home-school collaboration seemed to be more a one-way than a two-way 
activity and was executed through traditional and customary methods. The parents’ role in 
school community was small. The majority of health education content areas were 
considered the responsibility of the home and school, and a large number of content areas 
were seen as the responsibility of the home. No health education content was considered to 
be solely the school’s responsibility. 
6.2 INTERVENTION IMPLEMENTATION IN SCHOOLS (ARTICLE III) 
The process evaluation was used to assess three components: the classroom, family, and 
teacher components. The results suggest excellent implementation and utilization of the 
classroom component and good implementation and utilization of the family component 
and the teacher component. The participatory action research process itself, based on the 
self-evaluation of the research group as well as teacher and family interviews, was 
implemented as planned. A detailed description of intervention activities is included in 
chapter 5.3. Only the intervention activities of the first year were included in Article III due 
to the timing of the process evaluation at mid-intervention. 
The classroom component had two main activities: the pupils’ participatory workshop, 
which included information and group work on issues such as Internet safety, cyber-
bullying, energy drinks, body piercing, alcohol, and identity, and health education lessons 
taught by advanced polytechnic and vocational school students that included content about 
oral health, first aid, skin and hair care, and mental health promotion. The pupils actively 
participated in the workshops by asking questions, solving problems, and participating in 
conversations. The attendance at the pupils’ participatory workshops was high, as only a 
few pupils were absent during the workshop. In addition to the workshop, the polytechnics 
and vocational school students taught relevant, age-appropriate health issues to pupils. 
According to the teachers, the students succeeded in engaging the pupils with the lessons, 
as well as in developing meaningful content to teach.   
The family component consisted of interactive health homework; parent workshops/theme 
evenings; open school days for parents: and newsletters for parents. Teachers and families 
perceived the interactive health homework packets as informative and a new way to teach 
about health issues. The homework return rates were 100% at both intervention schools. 
According to the classroom teachers, the majority of the children did the homework tasks 
excellently, and only few parents complained about their role in the homework. The 
teachers also perceived the homework as a good source of information for parents. The 
parent workshops/theme evenings were considered a good source of information by 
parents. According to the process evaluation information, mothers participated in the 
workshops/parent evenings more than fathers, and School B parents participated more than 
School A parents. Additionally, classroom teachers, together with the researcher, developed 
newsletters for parents and evaluated them as a good method of giving information to 
parents and receiving information from them. Some forms of newsletters were considered 
important to continue after the project ended.  
The teacher component included information delivery to teachers; developing a health 
curriculum for grades 5 and 6; school health clubs; and parents’ conferences. The teachers 
received information throughout the study and valued the information as important. They 
also experienced the joint meetings of the two intervention schools as useful and interesting. 
Classroom teachers at School A were responsible for organizing a health club for their fifth 
grade pupils. In addition to the classroom and health education teachers, few parents were 
active in club activities, similarly to community members from local sports organizations. 
The health club was perceived as a nice addition to the children’s lives even though it 
demanded time from the classroom teachers to organize and be present at each club 
meeting. The parents’ conferences at School A were successful, although they revealed a 
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large number of pupil problems, leading to multiple pupil welfare actions and hiring a 
special needs assistant. The number of pupils who needed extra help with their learning in 
that class was alarming. Two new learning and health-oriented forms of parents’ 
conferences were helpful in the discussions.  
Several challenges were encountered in the implementation process. First, the economic 
situation of the intervention schools was different. While School B received substitute 
teachers for the time that classroom teachers had project meetings or developmental 
meetings, School A classroom teachers primarily attended the meetings and the 
developmental work on their own time, usually after school. School A faced a temporary 
layoff among all their employees in the spring and fall of 2009, causing insecurity, 
additional planning, and decreased motivation among the teachers, parents, and pupils. 
Second, all the parents did not participate in the school activities, which caused occasional 
frustration but also understanding from the teachers about being a parent. The third 
challenge was a change in classroom teachers during the intervention at School B, which 
caused some extra work for the permanent teacher and, naturally, for the researcher. 
The researcher’s actions were evaluated through process interviews. Generally, the 
teachers felt that the researcher listened to them and that there was no overload. However, 
there was a discrepancy concerning the clarity of the development and the research project, 
which may be partially viewed as a lack of experience on the part of the researcher, as well 
as the nature of the participatory action research process itself. This discrepancy occurred 
mainly at the beginning of the project. Throughout the project, the researcher maintained 
her position as a researcher and developer and listened to the suggestions of school 
personnel and families. All the activities and development work were based on the 
participants’ needs and priorities. 
Conclusion: In the opinion of interviewed families and classroom teachers, the project 
promoted children’s health and produced new educational and guidance material, 
practices, and professional collaborative relationships that can be utilized in the future. 
6.3 PARENTAL INVOLVEMENT ETHOS, HEALTH EDUCATION KNOWLEDGE 
AND PARTICIPATION, AND RECEIVED HEALTH SUPPORT (ARTICLE IV) 
The data to evaluate the outcomes of intervention were collected from parents by 
quantitative questionnaires before the intervention in the spring of 2008 and after the 
intervention in the spring of 2010. The parents’ opinions and experiences were examined 
through four categories: involvement ethos, the state of knowledge of health education, 
participation in health education, and health support received from the school.  
The parental involvement ethos included seven variables: sense of welcome; 
encouragement; ease of contact with the school; school-organized events for parents and 
the whole family; and children’s participation in those events. The largest positive 
intervention effect occurred in allowing children to come to parents’ events, and the 
smallest positive intervention effect occurred in feeling welcome at school. A statistically 
significant difference occurred in the parental involvement ethos with an interaction 
between time point (pre-test vs. post-test) and group (intervention vs. control): compared 
with the baseline, the positive parental involvement ethos increased in the intervention 
schools. There were medium-magnitude differences (Cohen’s d = 0.57) in the means within 
intervention schools in a comparison of the pre-test and post-test results. 
The parents’ state of knowledge of health education was measured by three variables: 
receiving information about the objectives and content of health education and awareness 
of the position of health education in school. The largest positive intervention effect 
occurred for the variable describing the introduction of health education content related to 
the children’s school year, and the smallest positive intervention effect occurred for parents’ 
knowledge of the integration of health education into other subjects. There was a 
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statistically significant difference in the parents’ knowledge of health education, with an 
interaction between time point (pre-test vs. post-test) and group (intervention vs. control), 
implying that the intervention school parents’ health education knowledge improved 
during the intervention. There was a medium effect (Cohen’s d=0.60) in the intervention 
schools in a comparison of the pre-test and post-test results. 
The Health education participation consisted of parents’ involvement in health education 
curriculum work, planning, and teaching the subject and included three variables. The 
single intervention changes were modest; the positive intervention change occurred for the 
“I have participated in health education curriculum work” variable, and for the other two 
variables the changes were negative. No statistically significant differences between the 
intervention and control groups or positive intervention effects within the intervention 
schools were found for health education participation. 
Health support included four variables related to individual advice and discussions about 
the parents’ own children’s health with the teacher, as well as group events related to 
introducing health issues to parents. The largest positive intervention changes occurred for 
events introducing alcohol and substance abuse or risky behavior to the parent group, and 
the smallest positive intervention change was for events introducing issues related to 
ordinary health or well-being to the parent group. A statistically significant difference 
occurred for health support received from schools among parents, with an interaction 
between time point (pre-test vs. post-test) and group (intervention vs. control): the 
intervention school parents experienced more health support after the two-year 
intervention. There was a small effect (Cohen’s d=0.35) within the intervention schools in a 
comparison of the pre-test and post-test results. 
Conclusion: The intervention had positive effects on parents' views of their involvement 
ethos, health education knowledge, and health support. The changes between the 
intervention and control schools in these areas were significant, and their effects in 
intervention schools were notable. The intervention did not have positive effects on parents’ 
health education participation, although some positive intervention change occurred.  
6.4 SUMMARY  
This study attempted to identify the current stage of home-school collaboration and home 
and school responsibilities in children’s health education at four study schools. 
Furthermore, it aimed to evaluate the implementation and effectiveness of a health 
intervention that was executed at two study schools. The viewpoint of the parents is 
emphasized, but the views of classroom teachers, pupils, and principals are visible.  
To summarize the results, parents’ visibility at school was low, and the parents with the 
lowest level of education participated the least in the prevailing school activities, which 
were perceived as important but not especially inviting to parents. The teachers seemed to 
maintain a relatively inactive role in engaging parents even though they were considered 
the key persons in building collaboration between home and school. The teachers’ role in 
home-school collaboration was perceived as growing continuously, similarly to their 
rearing task for the children. The principals’ role in home-school collaboration was seen as 
important but often occurred due to negative matters. Pupils were taken care of in the 
school community, while opportunities to support the children’s healthy growth 
collectively with families were only partly developed.   
The parents, in turn, perceived the basic parenting responsibilities as belonging to them 
but viewed the role of school as important in educating children in most health education 
content areas such as bullying and violence; first-aid; working positions; human growth 
and development; and tobacco, alcohol, and intoxicants. Fathers’ and mothers’ perceptions 
differed in some content areas, especially among rural school parents, and younger parents 
had differing views of the responsibilities of the home and school than those of the city 
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parents and older parents. The parents, however, generally valued the school’s role in 
health education.  
The intervention proved to be effective in three of four measured areas. The intervention 
schools succeeded in increasing their parental involvement ethos, parents’ state of health 
education knowledge, and perceived health support during the two-year intervention. The 
intervention school parents, for example, felt more welcome at school, perceived increased 
information about age-appropriate content in the subject of health education, and received 
support in the form of parents’ events involving content related to alcohol and substance 
abuse or risky behaviors compared to the control school parents. Health education 
participation, in turn, increased only partially during the intervention.  
According to the classroom teachers, families, and attendance logs, the developed 
intervention activities were implemented well or excellently. The successful elements in the 
intervention included components that can be applied in other similar school communities 
and can be developed further. In particular, parent conferences were helpful for all 
stakeholders, and the interactive health homework turned out to be a welcome method for 
learning and teaching about nutritional or developmental issues. The intervention resulted 
in the development of new material for enhancing health-related home-school collaboration, 
new practices for health education, and the relationship between home and school. 
Methods of health education participation should be further examined and developed. The 
outcome of PAR cannot be predicted beforehand, but the approach can be recommended 
for future research. 
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7 Discussion 
The purpose of this study was to examine the prevailing practices and experiences of 
collaboration and health education responsibilities between home and school (Phase I), to 
develop practices related to collaboration between home and school in the area of children’s 
health learning (Phase II), and to evaluate the effects of a two-year health intervention 
(Phase III). To capture the multidimensional phenomenon, the participatory action research 
approach was used for the purpose of making changes in practice, and mixed methods 
were used in the data collection procedure and the interpretation of findings as 
recommended for health promotion research (Stewart-Brown, 2006). In the discussion 
section, the successful and critical elements of health partnership development are 
reviewed, and the ethical issues and validity and reliability of the study are examined. 
Finally, recommendations for health partnership development in schools and suggestions 
for future research are presented. 
 
7.1 HEALTH PARTNERSHIP DEVELOPMENT IN THE TWO-YEAR 
INTERVENTION – SUCCESSFUL ELEMENTS AND CRITICAL REFLECTION 
This study focused on finding relevant, health-related content for the Finnish context to the 
concept of home-school collaboration. The phenomenon is relatively unstudied both nationally 
and internationally, so new information was obtained in several areas. It was already 
known that the school is an important health setting in Finnish society. It is a valued 
institution with a long tradition in building the academic and health capabilities of Finnish 
children and as the workplace of school personnel, making the school environment multi-
professional. Regarding academic achievement, Finnish schools are among the best in the 
world. 
This study, however, also revealed a less desirable side of Finnish school traditions since 
the present study’s findings quite intensively indicated the distinction between home and 
school in basic collaboration. Classroom teachers drew a line between home and school and 
justified their argument by emphasizing the word “workplace.” Teachers would have liked 
to work in a goal-oriented way with pupils without extra disturbances, doing what they 
have been educated to do. The view that collaboration is sufficient when teachers do their 
job and parents theirs seemed to be strong among teachers, illustrating the separate 
responsibilities of the home and school (see Epstein, 2011). The principals’ view was 
slightly different, emphasizing the importance of collaboration. Concern or dissatisfaction 
emerged when home or school did not fulfill the expectations associated with taking care of 
their “own” roles or if children encountered problems. When problems, usually child-
centered one, arose, the principal intervened to correct the situation if needed.  
The stage of the home-school relationship at present, however, cannot sufficiently 
prevent problems; it largely remains at a stage of “neutral” collaboration (Figure 4, p. 26), 
and structural and attitudinal development is needed to reach a higher level. The idea of 
preventing problems in advance has not received enough attention in schools, although 
more proactive action, early intervention to address problems, has gained much publicity 
and resulted in related activities nationwide (FNBE, 2011). The failure to address home-
school collaboration sufficiently and innovatively is likely a larger issue at community level 
and at the national level and is related to the time constraints of teachers. While parents in 
this study would have liked to participate, such as in school feasts, school policies or 
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traditions inhibited them very effectively by organizing the feasts during the day, when 
most parents are at work (see also Fröjd & Peltonen, 2010).  
In addition to pupils and school personnel, the parents also belong to the school 
community and, thus, should be integrated in its activities in the most suitable way. No law 
requires schools to educate parents, but, as in this study, intervention school parents have 
received a lot of useful health information from school, for example, through interactive 
health homework, teachers’ newsletters, and theme evenings. Parents walked with their 
children along their path of 5th and 6th grade health learning, and this tightened the 
relationship between home and school, resulting in increased parental involvement ethos, 
health education knowledge, and health support. Hence, the “neutral” collaboration of 
home and school can be improved toward partnership if the input is sufficient and parents 
are viewed as natural partners in the school community (Epstein, 2011). The parents who 
would benefit most from health interventions are those with poor health habits (Noland, 
Price, Jake, & Telljohann, 2009) because their lifestyle also influence the health behaviors 
and attitudes of their children. No certain mechanism, though, is available to involve all 
parents in all activities, as this study also confirmed. However, as confirmed by multiple 
studies (see Epstein, 2011), homework that involves parents seems to be one of the most 
promising methods of promoting children’s learning and affecting health behaviors 
positively (Blom-Hoffman et al., 2008, Duncan et al., 2011). Controversial information exists 
regarding whether children of privileged families get a greater advantage from homework 
generally because their parents are capable of helping them. Recent findings seem to 
indicate only small to moderate evidence in support if parental homework involvement 
and its association with family background, and there is no evidence to support the idea 
that parental homework involvement mediates the relationship between family 
background and children’s academic achievement (Dumont et al., 2012). Therefore, 
regardless of family background, interactive health homework, as this study found, is one 
method worth using. 
Although the findings of a single study have to be viewed as indicative, it can be stated 
that it requires a lot of work to achieve a sound health partnership between home and school. 
This statement is based on the present findings, which indicate that the parental involvement 
and methods of home-school collaboration were traditional and customary; parental 
involvement was seen as additional and even as hard work for teachers, and integrating 
health aspects in collaboration was sometimes called into question. The parents agreed to 
school involvement practices that show the parents their “place” in the school community 
(Doucet, 2011), and if parents do not feel confident or willing to accept those methods, they 
are categorized as non-participating or even troublesome parents. Related to parental 
involvement, interesting findings were reported by Zhao and Akiba (2009), who found that, 
in the U.S., schools that frequently had to address pupils’ problem behaviors were less 
likely to expect parental involvement from those pupils’ parents. In other words, the 
involvement of “difficult” parents was less expected or even less desired. This may well be 
the situation with many teachers with insufficient knowledge and skills regarding parental 
involvement, as this study also highlighted. It is not a surprise that Finnish preservice 
teachers call for more education on facing pupils’ parents and feel that the area is 
insufficiently covered in their current education (OAJ, 2012). There is evidence that parents 
and teachers view involvement differently (Seitsinger et al., 2008), and if the expectations of 
both parties are not mutually discussed, no mutual agreement can be expected. Also 
contradictory is the fact that getting parents to support their children’s learning is a part of 
the teaching profession (Finnish Ethical Advisory Board of Education, 2007), but limited 
education is available regarding that subject in teachers’ education. Getting parents to 
support their children demands knowledge and skills that could be greatly influenced by 
formal teacher education. Encouraging parents to support their children’s health learning 
requires a working collaboration, established parental involvement, and defined 
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responsibilities. Hence, there are prerequisites that must be fulfilled before a health 
partnership can exist.  
The position of fathers in the school community continues to be unclear and minor in 
relation to that of mothers. According to the results, mothers found it easier to converse 
with the classroom teacher; they understood her/his language better and were more often 
invited to school activities than fathers. Still unclear is why fathers themselves are reluctant 
to be more involved with school; is the low level of fathers’ involvement a relic from the 
past, or do fathers find the current activities at school uninteresting? Some additional 
information, however, was obtained through this study. The findings indicated that fathers’ 
involvement may occur in other areas of children’s lives, e.g., through offering 
transportation to children’s hobbies, as one father in this study pointed out. He also stated 
that mothers participate more in schoolwork, reflecting traditional gender roles. Interesting 
views of parental involvement were summarized by Reynolds (2005), who raised the 
question of whether participation in initiatives may produce even more disadvantaged 
effects on parents. For example, if parents are not involved, they may be judged by teachers 
and, hence, be stigmatized. In particular, mothers have been found to feel compelled to be 
involved, even though nowadays they have many responsibilities outside the family 
compared to times when women were mainly responsible for home and child care. The 
desire of mothers to be involved, have the main responsibility for the children, and “leave 
the fathers out” cannot also be diminished, reflecting the gender inequalities of parents in 
rearing children (see Alasuutari, 2003; Perälä-Littunen, 2007). 
Regarding a structure of parental involvement in the health context (Michael et al., 2007, 
p. 568-569), Finnish schools could apply a variety of methods to involve parents in their 
children’s schoolwork with an emphasis on health promotion. Based on the findings of this 
study, schools were not accustomed to using all kinds of methods (parenting, 
communicating, volunteering, learning at home, decision-making, and collaborating with 
the community) with parents and, therefore, are highly encouraged to develop more 
innovative collaborative activities with parents. Some methods may work for one parent, 
while different methods will work for others. For example, all parents of the intervention 
schools participated excellently in their children’s interactive health homework, but not all 
parents volunteered to come to the schools to teach health. Therefore, acknowledging the 
great resource of parents and acting toward collaboration is recommended, with 
consideration for reducing inequalities among families. Parents in this study, as well as in 
other Finnish studies or measurements (e.g. Kyrö & Nyyssölä, 2006; Metso, 2011), had 
positive attitudes toward school and considered collaboration between home and school to 
be important, which is a fruitful starting point for building collaboration.  
The findings concerning parental responsibilities related to children’s health education that 
highlighted the joint responsibility of home and school in rearing children were somewhat 
contradictory to current public discussions in Finland but consistent with earlier but little-
studied phenomena in Finnish research (Böök & Perälä-Littunen, 2008). Even though it can 
be stated that Finnish schools take care of many health-related issues that children and their 
parents take for granted, no clear view has been offered for parents regarding the 
continuum of children’s health learning and health education at school, nor has a clear 
discussion addressed responsibility issues. Finnish schools are only in the preliminary 
stages of shared responsibilities related to health issues (see Epstein, 2011), even though 
precise activity is the key to children’s health promotion and risky behavior prevention.  
This study revealed interesting findings concerning the differences in parental age that 
can be viewed as the basis of discussion: younger parents were more likely to share some of 
the “difficult” parenting tasks with schools, such as educating children in the principles of 
Internet and television use and with respect to tobacco, alcohol, and violence or in setting 
boundaries for permissible activities. There are at least three possible explanations for this 
finding: younger parents were either unsure of their skills, have experienced difficulties 
within the health education area, or relied on the school’s expertise and valued 
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collaboration with school regarding these issues. The most likely reason was their 
additional need for co-educators to address these demanding issues; therefore, this issue 
might be worth concentrating on in school. Another important finding emerged regarding 
the group of older parents who decreased their collaboration with the school as their 
children grew up. This calls for action to diversify the methods of home-school 
collaboration since the result can be interpreted as indicating low attractiveness of schools 
in terms of offering new information or activities for older parents.  
This study revealed some of the realities within which Finnish schools operate. 
Comprehensive schools, despite their educational similarities in curriculum-based teaching 
and learning (FNBE, 2004), are not as equal as one might think. This was well sensed and 
viewed during two years working with the intervention schools, whose resources differed 
from each other, impacting, e.g., teacher resources, class sizes, opportunities for 
developmental work, and school traditions. Inevitably, regardless of the small number of 
schools involved in the study, one of the findings derived from the study process was a 
perception regarding the current tension that many schools face today. Despite the positive 
academic success of our youth internationally (e.g., in Pisa studies, OECD, 2001, 2004, 2007, 
2010), more and more teachers struggle with issues related to the health or learning 
difficulties of children, and their time for promotional work is ultimately consumed by 
problem-solving. Furthermore, the ideal framework for dealing with health and education 
at the school level was not actualized in the intervention schools, as the school nurses did 
not have time to be sufficiently involved in the developmental work – either before or 
during the intervention – and their valuable input remained, therefore, unused. Lack of 
time and the high workload of school nurses have been identified concerns within schools 
previously (e.g. Kubik et al., 2007; Turunen, Saaranen, & Tossavainen, 2010). Also, parents 
(Metso, 2011) and pupils (THL, 2011b) have continuously noted the insufficient resources of 
school health professionals. Lack of time seems to be a common problem for work-aged 
adults today. The reconciliation of work and family life is a big issue that inevitably affects 
children. Parents prioritize home duties, resting, and, for example, parents’ evenings at 
school. Time management is also a big issue at schools when the task of home-school 
collaboration in comprehensive schools is structurally shared between other developmental 
and daily duties that the teachers face outside of teaching. Three hours weekly seems to be 
insufficient for this purpose, at least if the development of collaboration with parents is not 
one of the primary issues at school and structures for it already exist.  
The teachers and principals in this study raised an important issue that has an inevitable 
impact on teacher resources, their skills, and the methods they use for home-school 
collaboration: the teachers’ role in collaborating with parents is continuously growing. The 
reason for increased collaboration, however, seems to be unrelated to preventing problems 
and promoting the well-being of children but aimed more to respond to the acute problems 
that teachers encounter in their daily work. The Finnish Government (Programme of the 
Finnish Government, 2011) raised the issue of the increased importance of parent-teacher 
collaboration and indicated that the issue will be addressed in teacher education. Hence, 
the results of this study, highlighting the single teacher’s crucial role in collaboration and 
taking initiative in it, are consistent with the relevant national policy documents. Schools 
that sincerely work toward parental involvement and try intensively to contact hard-to-
reach families and help them to overcome challenges and barriers to involvement have 
been found to have a greater percentage of families attending school events (Sheldon, 2005). 
Such activity could include, for example, offering child care at school while parents are 
attending parents’ evenings, as this study did and previous literature has suggested 
(Carlyon, Carlyon, & McCarthy, 1998; Benson & Martin, 2003; Johnson, Pugach, & Hawkins, 
2004).  
In contrast to the increased parental involvement ethos, parents’ state of health 
education knowledge, and perceived health support; health education participation did not 
increase significantly during the two-year developmental work. This finding can be 
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interpreted by examining the single items further. The first item inquired whether the 
parents participated in health education curriculum work (during the two-year period), 
and the results showed that the participation of parents at the developmental schools 
increased, while the participation of parents whose children followed the “normal” national 
curriculum decreased. This single outcome, therefore, is positive. The two other items, 
measuring parents’ attitudes toward health education planning and health education 
teaching, decreased at the intervention schools. Unlike the parents at schools without extra 
activities, the intervention school parents were offered the opportunity to participate in 
health education planning and teaching, so they already knew that it demanded time and 
hard work. Even though planning and teaching health education did not increase during 
the intervention period, there were still a few parents at the intervention schools and 
several parents at the control schools who would have liked to be part of school health 
education. Therefore, this finding can also be viewed as promising and can be applied at 
other schools without posing excessive workloads for teachers or major structural changes. 
Additionally, as teaching and developmental work within school subjects has traditionally 
been the teacher’s responsibility, parents may feel unsure about their role, and positive 
development may take time. Again, discussion about roles and expectations and finding 
innovative solutions that satisfy all parties is the starting point. That is how they can shape 
their behaviors to be useful to each other (Epstein, 2011). No new inventions necessarily 
have to be made to get parents to, for instance, support their children’s learning; however, 
new “traditions” are needed (Kyriakides, 2005; Epstein, 2011; Lewis et al., 2011).  
7.2 ETHICAL CONSIDERATIONS 
Brydon-Miller and Greenwood (2006) addressed the aspect of predictability in conventional 
positivist research versus the open-ended nature of the process in action research. Unlike 
the reasonable certainty regarding the process and outcomes of research, action researchers 
do not know the specific issues to be addressed, the methods or processes of possible 
interventions, or the outcomes. Therefore, the lack of any specified procedures and 
outcomes may result in ethical confrontations for people or organizations that accept the 
research proposal. Similarly, Herr and Anderson (2005) pointed out the lack of certainty 
regarding the possible risks that might threaten the participants in action research because 
the aim is to succeed in implementing a change process. By identifying these threats, the 
ethical issues were acknowledged during the study and are described with respect to three 
main areas: 1) the justification of the study, 2) the data collection and preceding procedures, 
and 3) the protection of the participants and their data. 
Accordingly, this study can be justified because there has been no previous investigation 
into this subject in Finnish society where home-school collaboration was examined in 
relation to children’s health. Given the PAR approach in this study, the study design was 
planned carefully, the opinions of school personnel were listened to first, and the 
intervention activities were planned together and discussed before they were executed. As 
previously noted (e.g. Epstein, 2011), in addition to early childhood education, parents are 
most involved in their children’s schooling in the lower grades of school. When children 
move to grade 7, parental involvement decreases (Metso, 2011). Early adolescence, however, 
includes big changes developmentally in family relationships and later within the school 
context (Hill & Tyson, 2009). Therefore, the importance of the stage before entering the 
upper grades was targeted to make the transition smoother for children and their parents. 
Furthermore, when the researcher contacted acceptable schools prior to the study, more 
schools were interested in participating than could be selected. The schools obviously need 
updated knowledge and skills related to home-school health partnership and would like to 
improve their current practices. 
50 
 
 
The data collection and preceding procedures included ethical approvals, which in this study 
followed the rules of each study site (municipal). The principal of each school (and the pilot 
study school principal) as well as the Education Department of each site approved the 
study protocol prior to the study. No ethical review was needed because the study followed 
normal procedures in the education field where the school principals and directors of 
education in each municipality determined that the study was useful, that the procedures 
were clear, and that the information offered would be sufficient (National Advisory Board 
on Research Ethics, 2009). The researcher, either alone or with other members of the 
research group, informed the study schools’ core personnel about the study prior to the 
baseline measures being taken in the spring of 2008. Moreover, the researcher explained the 
study in more detail regarding the intervention of school parents’ evenings in the spring of 
2008, delivering information about the study design, examples of questions from the 
questionnaires, the timetable, and the publication plan. Families that were absent as well as 
the control schools’ parents and pupils received written materials through the school.  
Regarding the data collection, both questionnaires (the parents’ and pupils’) also 
included items that were not included in this study, and collecting more data than needed 
may raise ethical issues. The parents’ questionnaire addressed six main themes: 1) general 
collaboration and interaction with schools and children’s classroom teachers (49 items), 2) 
collaboration and interaction between parents (10 items), 3) health guidance and family 
routines (13 items), 4) learning about health at school and at home (23 items), 5) health 
education at school (7 items), and 6) health education responsibilities (36 items). From the 
parents’ questionnaire, the interaction between parents (theme 2) and health guidance and 
family routines (theme 3) will be addressed later. The pupils’ questionnaire included five 
main themes: 1) interaction with school personnel and with parents about school issues (11 
items), 2) learning and schoolwork (16 items), 3) health learning at school and at home (58 
items), 4) health behaviors (27 items), and 5) opinions and experiences regarding school (7 
items). This study used theme 1, interaction with school personnel and parents, and theme 
6, opinions and experiences regarding school. Multiple items of the remaining three themes 
were analyzed, and the material was used during the intervention of pupils’ workshops, 
personnel meetings and educational sessions, and parents’ events. Further statistical 
analysis will be done for future publications. In 2010, both questionnaires also included 
questions about the transition to grade 7, and these items will be analyzed later. Similarly, 
the interviews of health education teachers and school nurses were used only for 
developmental purposes and will be analyzed more deeply later.  
In this study, the participants were treated according to ethical guidelines at every step of 
the research: they were informed of the study; written or oral consent and/or agreement to 
study (adults) were obtained; and their anonymity was ensured (National Advisory Board 
on Research Ethics, 2009). In fact, the PAR approach may have had benefits for the 
participants because of the collaborative nature of the research: decisions concerning 
developmental procedures were thoroughly discussed with the core participants, so 
decision-making was a highly shared process (Herr & Anderson, 2005). The PAR process, 
being a new approach at schools compared to initiatives with a clear structure and roles, 
caused some uncertainty among some participants, but it was discussed thoroughly during 
the process (see James, 2006). Furthermore, not only were the contact details of the research 
group made available to the participants, as is usually requested, but the researcher was 
available practically all the time by visiting schools frequently, by e-mail or phone, or 
through Web pages. If there was confusion or questions concerning any practical or 
research factors, the answers were provided at the earliest convenience. Even though all the 
children or their parents did not participate in the surveys, they still benefited from the 
study through the developmental procedures. The data were stored and accessible in 
accordance with current regulations (National Advisory Board on Research Ethics, 2009). 
The manuscripts of accepted articles that included personal data (I, III) were sent, and 
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translated on demand, to the involved school personnel to check the written text before 
publication. 
7.3 VALIDITY AND RELIABILITY 
The validity issues of this study are multi-sided. First, since this study involved 
participatory action research (PAR), validity issues have been addressed throughout the 
study and within each cycle. Action research, generally, has been claimed to have poor 
validity, but it was eventually noted that, because of its orientation on action, together with 
ethical priorities, it has a strengthening effect on validity (Hope & Waterman, 2003). Hence, 
PAR cannot be thoroughly validated with the conventional scientific criteria. According to 
Swantz (2008, p. 21-22), “the practice verifies the success of action research and for the practitioner 
successful action suffices as criteria.” Similarly, Kindon et al. (2009) agreed with validity 
questions by stating that validity is measured by the actions that are taken to solve the 
problems as well as to increase self-determination inside the community. Second, the data 
for this study were collected by mixed methods, and accordingly, the validity criteria of 
quantitative and qualitative research are used purposefully (Creswell & Plano Clark, 2011). 
Third, the intervention process was executed and evaluated in a quasi-experimental design 
that involved several validity issues that were purposefully adapted in this chapter (Cook 
& Campbell, 1979). Hence, the validity and reliability of this study have been attempted to 
be addressed with respect to all the aforementioned cases, covering the following issues: 
preliminary competence-building; study planning, including instrument development and 
piloting; data collection (baseline, mid-intervention, post-intervention); intervention 
planning; the intervention; the process evaluation; the generalizability and dissemination of 
findings; and the participants’ roles (Figure 8). 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 8. The steps of validity assessment throughout the PAR process 
 
Preliminary competence-building includes components of the researcher’s role, the 
characteristics of the intervention study, and methodological and theoretical knowledge-
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building. The researcher’s role in PAR is to both carry out the academic research and to 
develop the practice. It includes lot of decision-making, either collaboratively or alone, and 
requires balancing the academic and developmental demands. The researcher’s (author’s) 
role in this study was evaluated partially in the process evaluation of this study (Article III). 
Without previous experience in the PAR process, the researcher based her actions on 
methodological/theoretical knowledge and the support of the research group, which had long-
term experience with different kinds of school interventions applying PAR (e.g., 
Tossavainen & Turunen, 2004; Tossavainen et al., 2005; Saaranen et al., 2007). Hence, the 
characteristics of intervention study were also learned with respect to theoretical studies and 
from more experienced colleagues. Furthermore, related to the researcher’s role, the 
qualifications of a teacher of health sciences and health education and a classroom teacher, 
related work experience, and being the parent of comprehensive school children provided 
insight into the phenomenon.  
The study planning included outlining the whole study process. It was a joint work within 
the research group, increasing the validity of the process. This study tried to avoid the 
problem of the weak internal validity of the intervention design that occurs when a one-
group pre-test/post-test design is used (Johnson & Christensen, 2004) by using a two-group 
pre-test/post-test design. It is generally known that multiple school health interventions 
have been executed, but their effectiveness has not necessarily been verified (see Turunen et 
al., 2006). Thus the questions and demands of the effectiveness of health interventions 
influenced the selection of the study design. This study used a quasi-experimental design, 
including four study schools, divided into groups of two intervention (experimental) and 
two control schools. The selected schools were as similar as possible, but due to the 
selection criteria, it was difficult. Even though one school was smaller than the other three, 
there were no significant differences among the two parent groups (intervention/control) at 
the baseline with respect to gender, year of birth, education, and work status.   
The instrument development (both quantitative and qualitative) was done according to 
methodological instructions, and, for example, previously used questionnaires were sought 
before a new one was created. To enhance the validity of the questionnaire, the previous 
questionnaires, theoretical knowledge, and relevant documents were used in the 
questionnaire development procedures. The content validity of both questionnaires (the 
pupils’ and parents’) was increased through pilot tests; the parents’ questionnaire was 
tested with 20 master’s degree students and then by actual piloting with 43 fourth grade 
parents, and the pupils’ questionnaire was tested with 76 fourth grade pupils. The pilot 
sample can be regarded as representative and sufficient since it was conducted among 
same-age cohort pupils as the participants in the baseline study and the number of 
respondents in the pilot tests was good. The questionnaire will be used in future studies 
after modifications, such as clarifying the structure and dividing the questionnaire into 
smaller sections by reducing the number of questions and sharpening the remaining ones. 
The interview forms (baseline, post-intervention) were not piloted before the interviews, 
which can be seen as decreasing the validity, but on the other hand, the same forms were 
used again in 2010 because they proved to be sufficient and covered all the issues needed. 
Regarding data collection, due to the purposeful sampling of the study schools, the criteria 
for the selected schools highlighted their willingness to participate in the development 
project, which may have influenced some of the participants’ answers. Although the main 
purpose of this study was to capture the phenomenon of the relationship between home 
and school and, in particular, the relationship between parents and teachers in the health 
context, the results are weighted to the perceptions of the parents. In the first article, the 
results are gathered from the whole core participant groups (pupils, parents, teachers, and 
principals), with the main emphasis being on the views of parents and teachers. The second 
article addresses only the opinions of parents, while the fourth article describes the 
outcome of the intervention. Therefore, the views of teachers are clearly less visible and the 
evaluation of the intervention may be one-sided. The third article deals with the issue of 
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process evaluation, and the opinions of teachers and families were gathered. On the other 
hand, the researcher is well aware of the details of the remaining, unaddressed data from 
the teachers’ and principals’ interviews after the intervention that will be analyzed and the 
findings published later. Being sure that there is no contradictory information from the 
teachers in relation to the results of the last article, the researcher could relatively safely 
make conclusions regarding the study based on the parents’ data. In addition, the process 
evaluation conducted at mid-intervention provided additional information and assurance 
regarding the adequacy of the intervention. 
The parents’ data collection questionnaire procedures posed a challenge since the 
estimation of the number of pupils’ parents turned out to be difficult. The teachers were 
unsure about the structure of their pupils’ families. This uncertainty is reflected especially 
in the baseline data collection, and there was an attempt to eliminate it in the post-
intervention data collection. This problem, however, did not actually affect the study 
findings but resulted in difficulty finding the exact response rates. Another threat in the 
data collection was related to the process evaluation interviews. The participation of 
families remained small due to the timing of the interviews (summer), which should have 
been earlier. If more families had been included, the process evaluation findings may have 
yielded richer data and differing views. Methodologically, the groups of two and three 
classroom teachers (2008) and groups of three classroom teachers (2010) can be considered 
too small for focus groups, as the optimal size of a focus group is 6-12 people (Johnson & 
Christensen, 2004). The intention of these groups was to obtain a relevant and general view 
of the phenomenon from experts who could stimulate and be stimulated by others, and that 
aim was well-achieved by using these groups. If the aim had been to achieve a deep 
understanding of the phenomenon or the process, as in the process evaluation, single 
interviews could have served better.  
Methodologically, it can be hypothesized that, since all the interviews were carried out 
by the researcher, who was the most “inside” of the interventionists, the interviewees were 
too familiar with her to discuss things that were not satisfying to them. However, the 
interviews revealed issues that needed further development or failed to meet the needs of 
the participants; i.e., the participants were not afraid to bring up issues that required 
further development. Furthermore, the core aim of PAR, including its evaluation, is to 
enhance the learning process of the participants, and this aim can be better fulfilled with a 
familiar researcher. The process evaluation was carried out in the middle of the 
intervention by viewing the school statistics, project documents, and interviews. Additional 
methods of inquiry, such as observations and/or questionnaires could have been used to 
obtain data to enhance the validity, but to avoid the unnecessary bothering of participants 
in late spring and early summer, these data collection methods were considered as 
sufficient. 
Even though the process evaluation literature suggests that an intervention and its 
evaluation should be planned ahead, in detail, with guidance from appropriate theories and/or 
a conceptual model, it was not possible in PAR. The intervention activities were mostly 
based on baseline measures and implemented individually at both the experimental 
schools; therefore, the “rule” above was not possible to follow exactly. Furthermore, even 
though the strength of this intervention lies in its PAR approach that allowed pupils, 
parents, and school personnel to be active participants, the approach has limitations since 
identifying the most effective individual intervention activities was not possible. During the 
intervention, it turned out that the roles of the participants were not equal with respect to 
the developmental purpose even though they were equal to that of the researcher. The role 
of pupils remained relatively small, the role of school nurses was almost invisible, and the 
role of health education teachers varied largely at the two intervention schools. In terms of 
experimentation in this study, the implementation of the intervention and related processes 
could not be fully determined because of the nature of the invariably changing school 
environment (see Styhre & Sundgren, 2005). The school as an intervention environment, 
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therefore, poses multiple challenges to the internal validity of the study and can be 
categorized as a complex field setting (Cook & Campbell, 1979). In this study, the most 
serious threats to internal validity were caused by personnel layoffs and changes in 
classroom teachers during the study. There was an attempt to eliminate these extraneous 
factors as soon as possible, but their influence on the study results is unknown (Johnson & 
Christensen, 2004). For example, the teachers described in Article III that the personnel 
layoffs influenced their motivation and opportunities to continue the development process. 
Similarly, they may have had an influence among the families. The teacher changes, in turn, 
most likely complicated the commitment of teachers and the continuity of development 
process. Fortunately, these two major threats occurred in different intervention schools, 
were temporary in nature, and most likely did not influence the post-intervention 
measures.  
From the viewpoint of process evaluation, this article provides a useful structure and an 
example of it in school health interventions among pupils in lower grades. Without process 
evaluation, researchers would have knowledge only from self-evaluation and feedback 
regarding how the intervention contributed to the outcomes or how components of the 
intervention could have been further developed during the intervention. Therefore, the use 
of process evaluation is highly recommended in future school health intervention studies 
and can be seen as increasing validity. 
This study employed mixed methods (MM) in collecting and analyzing data and in 
discussing the findings. Even though combining qualitative and quantitative methods in 
the same study remains a debated issue among the researchers, largely based on 
philosophical differences (e.g., Bryman, 2008; Leech & Onwuegbuzie, 2009; Creswell & 
Plano Clark, 2011), the use of mixed methods was decided on as the best methodological 
choice for this study. Like PAR, MM also has its roots in pragmatism; while PAR aims to 
improve practice, MM seeks the most practical and useful way to answer the research 
question(s) (Flemming, 2007; Creswell & Plano Clark, 2011). The research questions of this 
study addressed the issues to be examined and developed in a school community, so 
soliciting opinions and experiences from different groups of people was desirable. In 
addition, the qualitative and quantitative methods complemented each other in this study 
and enriched the findings. For example, the number of parents who wanted to continue the 
yearly parent-child-teacher discussions was determined using quantitative methods, while 
the importance of those discussions was actualized during the qualitative interviews with 
the classroom teachers and families. As Creswell and Plano Clark (2011, p. 210) stated, even 
though the criteria for validity differs in qualitative and quantitative research, the purpose 
in reviewing the quality of the data, the results, and the interpretation are characteristics 
common to both methods.  
The participatory action research approach does not target the generalizability of the 
findings. However, this study was conducted with a quasi-experimental research design, so 
the effect obtained from the study may give additional strength in terms of generalization. 
The results of the present study are most likely applicable in their main points to other 
schools in Finland due to the similarity of the education system nationwide. There are 
many schools that could start action research projects or use the findings of this study to 
develop their practices for health partnerships, so the dissemination of findings is desirable. 
The response rate of the parents, however, does not permit wide generalization since it 
decreased in two years from 53% (2008) to 35% (2010), representing the views of only one-
third of parents. Local knowledge, however, can be shared through a peer review 
mechanism, which gives the opportunity to apply some parts or structures of this 
intervention also internationally (Bradbury Huang, 2010).  
The participants’ role was highly valued, although all participants’ involvement was not 
fully obtained. The collaboration with the study schools was natural and open, and the 
activities with the personnel were based on their schedules, needs, and daily workloads. 
The close relationship with the intervention schools’ core personnel improved the ethical 
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part further given the fact that, even though the researcher would have wanted some 
changes to be made at schools or activities to start, the personnel had the power in their 
hands in terms of intervention activities, their timing, and their form. Therefore, the 
“practical” validity with respect to intervention activities was obtained.  
7.4 CONCLUSIONS AND RECOMMENDATIONS FOR HEALTH 
PARTNERSHIP DEVELOPMENT 
The results of this study showed that Finnish pupils are taken care of in the school 
community, but the opportunities to support the children’s healthy growth collectively 
with families are only partially developed. Regarding children’s health education, the 
findings revealed that the majority of health education content areas, such as bullying and 
violence or first aid, were considered the responsibility of both home and school, and a 
large number of content areas, such as sleep and rest or hygiene care, as the responsibility 
of the home. No health education content was considered to be solely the responsibility of 
schools.  
In this study, the intervention schools’ parents experienced greater involvement ethos, 
increased knowledge of health education, and greater health support. Accordingly, school 
health interventions based on schools’ needs may have the potential to positively influence 
the relationship between home and school and increase the visibility of health education. In 
addition to formal health education, applying a broader approach (such as HPS) could 
encourage the whole school community to participate in health promotion.  
Given that this intervention was conducted in only two schools, it contained many 
sequential and parallel activities that aimed to support the pupils’ healthy development. 
Further developmental work among schools might utilize the expertise of school nurses 
and health education teachers more than this study could, as well as take the whole school 
approach even more into consideration, with a larger group of stakeholders but a smaller 
number of intervention activities.  
 
Based on the findings of this study, the following recommendations are provided for 
developing school communities toward health partnership: 
 
Finding: There is a great need for the development of collaboration between home and 
school. 
 
Recommendation: To improve home-school relationship toward partnership, schools should 
develop their physical and social environments as places where family involvement is 
welcome, well-structured, and well-supported. The development starts with an attitudinal 
component but also demands concrete actions and clear steps. Finnish schools already have 
a lot of guidance from national documents and wide support and intent inside Finnish 
educational parties, but currently, they have no obligation to act. Without sincere 
tendencies or an understanding of the strength of partnerships, no improvement may be 
expected. The goals and strategies of home-school collaboration should be formulated 
together with families, described in the school’s policy, and made visible in everyday life. 
Collaboration with the home has to start at the beginning of school and continue 
throughout the children’s school path without “parent dropouts” during the children’s 
school life. The principals’ important role in building parental involvement ethos and 
fostering home-school collaboration should be noted and highlighted and appropriate 
education provided.  
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Finding: Parents’ visibility at schools was low.  
 
Recommendation: Parents’ awareness of their opportunities and ways to participate in home-
school collaboration could stimulate their involvement. The reasons for parents’ low 
visibility and low involvement is important to recognize individually and in carrying out 
the appropriate activities. The mutual understanding and joint agreements of responsibility, 
both academic and health-related, are substantial additions to everyday life in schools and 
homes and may yield significant improvement in children’s healthy growth. Parents need 
health information and support from schools to apply in their rearing task. However, the 
reason for the low visibility of parents at school cannot be addressed only at school. Parents 
have to understand their responsibilities toward their children and to act responsibly by 
participating in the activities that the school organizes. Fathers’ low level of participation is 
a challenge that needs further attention.  
 
Finding: Health partnership can be achieved through commitment, sufficient resources, and 
goal-oriented work. 
 
Recommendation: To achieve high-quality health-oriented home-school collaboration, the 
components of the whole school approach (e.g., health-promoting school approach) are to 
be implemented and personnel commitment obtained. No common and universal model is 
available to fit all school levels and all varieties, so a needs-based approach is 
recommended to start with. Relevant education about formal and informal health issues for 
teachers and other school personnel is necessary to achieve mutual understanding and 
commitment regarding health issues. The health education participation of parents requires 
additional discussion and development. The resources available to school nurses require an 
urgent increase.  
 
Finding: Classroom teachers’ knowledge and skills related to home-school partnership-
building were underdeveloped.  
 
Recommendation: Preservice teacher education and supplementary teacher education on 
home-school issues needs further development. Appropriate teaching methods, such as 
simulation-assisted learning, are recommended methods for teacher education to further 
improve the communication skills of future teachers. Tested models and the latest research 
on home-school collaboration and partnerships should be utilized in all teacher education 
regardless of teachers’ working site or grade level. A novice teachers’ mentoring system 
could provide an additional “safety network” for beginning teachers.  
 
Finding: Health education was a relatively unknown school subject to parents. 
 
Recommendation: Since school health education in the lower grades of comprehensive school 
is integrated in other school subjects, it does not have the status of a single school subject. 
Schools’ practices may vary in implementing health education, so health education 
curriculum-building with parents, pupils, and school personnel (in a multi-professional 
group) is highly recommended. The utilization of existing innovative and family-engaging 
methods in lower grades’ school health education is an effective way to involve parents and 
simultaneously build health partnerships. By building a health education curriculum, the 
formal and informal ways of health learning as well as the contribution of the whole group 
of individuals and groups involved in school health promotion (including, e.g., teachers, 
school nurses, canteen personnel, and community volunteers) become visible. Increasing 
parents’ health education knowledge and health support may compensate for the 
inequalities of families.  
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7.5 SUGGESTIONS FOR FUTURE RESEARCH 
To develop home-school health partnerships further, suggestions for future research are 
presented. 
 
1) One of the aims of this study was to measure the change in parental involvement in a 
two-year period in an experimental design. More longitudinal studies are urgently 
needed to determine how parental involvement changes over comprehensive school 
years and why. Furthermore, school involvement, as a synonym for school personnel 
commitment to home-school collaboration, is an understudied phenomenon that needs 
further investigation. 
 
2) Limited research has addressed the topic of home and school responsibilities for child 
and adolescent health. This study suggests that future investigations should be 
conducted to better understand the association of responsibilities at home and school 
with respect to children’s health education.  
 
3) According to this study, today’s society is demanding for schools and for families. No 
nationwide information, however, is available regarding the current situation in home-
school collaboration (beyond traditional methods) and in health partnerships in Finnish 
schools from the viewpoint of schools and parents. Therefore, a large-scale survey to 
determine the actual situation in comprehensive and upper secondary education, 
including all personnel and parents, is needed. 
 
4) The participatory action research approach offered opportunities to change the 
prevailing situation in the intervention schools. More participatory studies are needed 
in school health promotion since it seems that schools need additional resources and 
concrete help to develop their practices. By applying participatory action research, 
participation, learning, and the creation of new knowledge by the whole school 
community become possible. 
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INTERVENTION SCHOOL AGREEMENT 
 
 
Our school has been selected as an intervention school for a research and development study: 
“Primary school-aged children’s health learning path - home-school partnership as a participatory 
action research study, 2007–2010”. 
 
The study is a part of the Schools for Health in Europe (SHE) research and study program in the 
Department of Nursing Science at the University of Kuopio. The study will produce several 
scientific articles and a PhD thesis. The leader of the study is PhD holder and Professor Kerttu 
Tossavainen, and PhD holder and docent Hannele Turunen is included on the research team. 
 
I received information about the study procedures orally and on paper at the initiation meeting 
on xx.xx.xx at _________________________ school. I also received sufficient answers to my 
questions concerning the study.  
 
We agree to serve as an intervention school in this study voluntarily, which means being involved 
in data collection, data analysis, and planning and executing development work. Research data 
will be handled with confidentiality, and I have received information on how the data will be 
saved and filed.   
 
 
Contact information for the researcher: 
 
MSc Marjorita Sormunen 
University of Kuopio, Department of Nursing Science 
Phone number 
marjorita.sormunen@uku.fi 
 
 
 
 
 
 
Date   ____________ 
 
 
Signatures of school representatives: 
   ____________________________________________________________ 
  ____________________________________________________________ 
  ____________________________________________________________ 
  ____________________________________________________________ 
  ____________________________________________________________ 
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CONTROL SCHOOL AGREEMENT 
 
 
Our school has been selected as control school into a research and development study: “Primary 
school-aged children’s health learning path – home-school partnership as a participatory action 
research 2007–2010”. 
 
The study is a part of the Schools for Health in Europe (SHE) research and study program in the 
Department of Nursing Science at the University of Kuopio. The study will produce several 
scientific articles and a PhD thesis. The leader of the study is PhD holder and Professor Kerttu 
Tossavainen, and PhD holder and docent Hannele Turunen is included on the research team. 
 
I received information about the study procedures orally and on paper at the initiation meeting 
on xx.xx.xx at _________________________ school. I also received sufficient answers to my 
questions concerning the study. 
 
We agree to serve as a control school in this study voluntarily, which means being involved in data 
collection and data analysis. The research data will be handled with confidentiality, and I have 
received information on how the data will be saved and filed.   
 
 
Contact information for the researcher: 
 
MSc Marjorita Sormunen 
University of Kuopio, Department of Nursing Science 
Phone number 
marjorita.sormunen@uku.fi 
 
 
 
 
Date   ____________ 
 
 
Signatures of school representatives: 
  ____________________________________________________________ 
  ____________________________________________________________ 
  ____________________________________________________________ 
  ____________________________________________________________ 
  ____________________________________________ 
  
Appendix 3 
 
 
 
 
 
  
Appendix 4/1
Example of educational materials for school personnel 
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Hello, parents! 
We have discussed the following health and health behavior-related themes with the pupils today (2 hours): 
Rest and sleep, television, games and the Internet, alcohol, tobacco, skin care, looks, puberty, peers, dating, 
piercing, energy drinks – e.g., the same issues that we partially discussed in our last theme evening related to 
puberty-aged children’s development and growth and daily situations with teens. 
Here are some examples of slides that we discussed within the lessons through group discussion and 
working with the Internet. The slides and pupils’ group work are available on our Web pages (www..) 
beginning on Friday, March 19th. If you wish, you can continue discussing these issues with your children at 
home.   
Spring greetings,  
Marjorita (researcher; marjorita.sormunen@uef.fi, phone number)  
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HOMEWORK AND FIFTH-GRADERS 
Dear parents, 
The homework that your child receives from school is mostly his/her own task. 
Parents, however, can participate in their children’s homework in several ways, including: 
 Discussing homework after school or in the evenings 
 “pushing” children to do homework 
 Helping children with difficult tasks 
 Checking homework 
It is very important to be aware of children’s homework. Scientifically, there is agreement that parents’ 
interest in children’s homework and participating in it enhances children’s learning significantly. Children’s 
learning is the joint responsibility of the home and school. 
The attitude with homework, however, varies among families. In some families, homework is routine, daily 
work that causes no problems. In other families, homework causes long discussions regarding when and how 
the homework should be done, and sometimes it causes fights between children and parents. Some children 
do their homework themselves without being asked, while, to others, homework is a task that they have to 
accomplish somehow before the next school day – or sometimes in the morning before the lessons start.  
We want to support and encourage your participation in your children’s homework. We have developed a 
fact sheet about homework and the ways in which you can influence your fifth-graders’ success in 
homework. You are always welcome to ask us teachers about issues related to homework.  
 Does your child have a peaceful place to do homework? No other children’s or adults’ voices, no 
television or radio? What about the light – is it sufficient? What about the equipment? Is the cell phone 
in silent mode? 
 Have you agreed upon when the time for homework is? After school, it is good to eat a snack and start 
homework after that. In doing so, the issues that have been dealt with at school are still fresh in 
students’ minds, and after the homework is completed, backpacks or bags can be packed for the 
morning. 
 Can you help your children with their homework? The homework of fifth-graders can be difficult, such as 
in math. Is there a “danger” if you teach your child differently than the teacher does? Does your child get 
frustrated when you guide her/him? Discuss the situation with your child’s teacher. He/she will gladly 
discuss these issues with you. 
 Doesn’t your child ask help and you notice that he/she has difficulties with homework? You can offer 
your help subtly by, for example, asking how the task should be done or by asking what kind of 
homework the child has. Praise your child when he/she has managed to do a difficult task.  
 If possible, be near your child or available when she/he does homework. You do not have to be in the 
same room; you can say that you can help if needed. Offer to ask, for example, English words. Do not, 
however, take whole responsibility for your child’s word tests; it is her/his work to learn the words. Your 
task is not to ask the words for the whole evening. 
 If your child has done homework while you are at work, ask about the homework and sometimes ask 
him/her to show you one task. Praise your child’s independence. You do not have to ask the child to 
show you his/her homework daily; trust your child if he/she does the work independently. Still, it is good 
to know what your child is learning and how she/he does homework. You can justify your questions by 
indicating your own interest. 
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Finally, here are a few study findings from a survey conducted by the University of Kuopio in the spring of 
2008. A total of 154 pupils filled out the questionnaires in four schools: 
 Girls and boys think that their homework is easy (girls 86%, boys 84%) 
 Both girls and boys sometimes ask for help from their parents with homework (both 90%) 
 85% of girls and 86% of boys agree that their parents help them gladly with their homework. About 15% 
of pupils are not sure or disagree with the statement. 
 Both girls (87%) and boys (91%) like that their parents help them with homework. 
 73% of girls and 86% of boys gladly discuss school issues with their parents. As you can see, there is a 
difference between girls and boys. 
 All boys think that their parents can help them with homework, while 91% of girls agree. The difference 
is significant. 
 Over half of children (54% of girls, 55% of boys) think that their parents are sometimes too busy to help 
them with homework. 
 Nearly half of boys (48%) and 40% of girls think that their parents ask them about their homework too 
much. 
 Approximately half of children (49% of girls, 51% of boys) like to do homework independently, without 
the help of their parents. 
 The majority of children spend 20-30 minutes on their homework. Boys use less time than girls. 
 
There is a difference between boys and girls with respect to some issues regarding homework. That issue is 
good to keep in mind. In fifth grade, the amount of homework is likely larger and demands more time than 
in fourth grade. 
 
We wish you good moments with homework! 
 
Greetings,  
Teacher x and teacher x 
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Parent volunteers for the school health club (and other activities at school) 
 
  
Options Parents’ answers (a total of 47 parents answered). 
 Once or 
twice a 
month 
Twice a 
semester 
Twice 
a year 
Sometimes Total 
Talking about my own occupation or hobbies with fifth-
graders 
 2 4 16 22 
Participating in my child’s school day 1 6 9 17 33 
Participating in the school’s outdoor work  4 9 23 36 
Helping in group work in class 1 1 5 17 24 
Participating in recess supervision 1 2 2 10 15 
Participating in school trips and/or planning them 1 5 4 21 31 
Participating in doing homework targeted to pupils and 
their parents 
18 5 7 9 39 
Participating parents’ association at school 2 2 2 15 21 
Participating with the school board 1 1  16 18 
Participating in school clubs as an instructor or assistant 
instructor 
 4 1 15 20 
Planning, developing, or maintaining Internet pages 2   7 9 
Planning or preparing feasts 1 3 5 10 19 
Planning and preparing various events (e.g. flea markets, 
potlucks, dress parties, berry-picking trips) 
1 5 2 25 33 
Helping in the school library 2 1 3 7 13 
Health education planning together with a teacher  3 5 17 25 
Teaching or helping in the classroom  2 3 12 17 
Appendix 4/2d  
An example of volunteer inquiry (parents) at one intervention school 
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LET’S TALK ABOUT GROWING! 
Dear sixth-grader, 
This packet is meant to be done primarily at home, like the learning packet related to nutrition that you did 
earlier. The theme is different; it is related to growing up and development. This packet contains tasks that 
you will ponder alone; tasks that you will do with your classmates; and tasks that you will do at home 
together with your family. Growing up does not really contain any miracles - all people grow and develop - 
but, on the other hand, there are many things to wonder about – let’s find them out together! 
The Web pages of the Family Federation say: ”Puberty is time of growth. The body goes through big physical 
changes, and a lot also happens psychologically. Emotionally, there will be good moments, but also, from 
time to time, it can be depressing. Boys’ puberty starts approximately two years before girls’, and the 
progression can vary very much between individuals. That is why you do not have to hurry with these things; 
you cannot affect it.   
It is not easy to be the first physically developed girl or boy in the class or the last one. All children undergo 
their own developmental changes, some earlier and some later. Every child grows up individually. Puberty is 
the transition from childhood to adulthood. Being independent and responsible requires much more than 
physical readiness. It is good to remember that a human grows physically until approximately 20 years old.  
Humans grow at multiple levels: 
Biologically: every child grows into a man or a woman at his/her own pace. 
Cognitively: you will learn to embrace, understand, and internalize knowledge. Different choices in life are 
made based on right and good information.  
Socially: you learn interaction skills in puberty, how to cope with others. First you learn the rules of 
friendship, and later, the same skills are used when dating. First you learn by following others and finally by 
trying yourself: how do I cope with others?   
Emotionally: you will learn to identify, express, understand, and control different emotions. 
Being incomplete in puberty is a good thing. Follow your development and changes with interest. Find out 
things that you are concerned about and take good care of yourself.”  
And remember: your parents and other close adults have undergone the same developmental stage. Feel 
free to talk with them and ask about the things that concern you! 
 
 
Let’s go and find out more about puberty   
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Dear parents of fifth-graders, 
 
This semester, we will meet you parents at parents’ conferences, which will start in late January–
early February. The parents’ conference includes the pupil, parents/caregivers, and the classroom 
teacher.  
 
The parents’ conference is based on the pupil’s self-evaluation regarding how well he/she has 
achieved the goals of schooling and learning. At the conference, you, as a parent, have the 
opportunity to raise issues that you would like to discuss with the classroom teacher. You are 
able to use the form that you have received and filled out prior to the conference. Please return 
the pupil’s self-evaluation form to the classroom teacher by the date that the teacher announces. 
The conference takes approximately half an hour.  
 
The purpose of the parents’ conference is to enhance the child’s comprehensive development 
and learning. In the conference, issues such as the pupil’s work at school and at home, social 
development, learning skills, and progress in different school subjects are dealt with. It is 
essential that the pupil’s self-perception, self-esteem, self-knowledge, and self-trust are 
supported positively in accordance with the stage of pre-puberty/puberty through collaboration 
between parents and the classroom teacher.  
 
 
See you soon! 
 
Teacher X and teacher Y 
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PARENT’S FORM  
Preparing for fifth grade parent conference, spring 2009  
 
Please fill out this form before our meeting and bring it with you. It will serve as your own separate notes 
during the discussion. 
 
I would like to discuss with teacher about following issues related to my child: 
 
__ Behavior 
__ Work 
__ School subjects. Specifically, what subjects?_______________________________________________ 
__ School support activities (remedial instruction, special education) 
__ Problems at school or at home _________________________________________________________ 
__ Homework 
__ Peers 
__ Bullying 
__ Sleep, rest 
__ Dining, nutrition 
__ Physical education 
__ Puberty 
__ Computer games/Internet 
__ Other important issue related to my child or us parents/our home ______________________ 
 
You are also able to ask your child what kind of issues he/she would like to discuss or like to know. 
 
Important issues in my child’s life that the teacher should be aware of: ___________________________ 
What kind of things your child like about school?_____________________________________________ 
What kind of things does your child not like about school?______________________________________ 
Are there any issues that your child would like you to ask of me?_________________________________ 
 
Some examples of parents’ conference questions that you are able to ask of the teacher 
 
1. Is my child at his/her grade level in writing, reading, math, and language arts? 
2. Can I see one of my child’s assignments? 
3. What strengths does my child have in class? 
4. In what ways does my child need development in class? 
5. What kinds of behavior do you expect from pupils in your class (behavior, working skills, etc.)? 
6. What can I do at home to support the collaboration between you and my child? 
7. How can I best reach you if I need to? 
 
After parents’ conference you may: 
 
 Discuss the parents’ conference with your child. Praise your child’s strengths. 
 If you made agreements with the teacher, you can discuss the implementation together with your child. 
 Make a folder for your child with her/him containing her/his school drawings, tests, and other school 
work. 
 Make a joint calendar, for example, for the kitchen wall, where all school events, parents’ evenings, test 
days, etc. can be written. 
 
The teacher will give you a separate paper that contains information and guidance related to fifth-graders’ 
homework. 
  
Appendix 4/4b Examples of intervention components 
 
 
 
XX SCHOOL  
HEALTH EDUCATION SCHOOL CURRICULUM FOR GRADES 5 AND 6 (first page) 
 
Besides the educational function, Finnish compulsory education has always aimed to improve our children’s 
and youths’ health. Nowadays, the lives of children and youth have new challenges related to health, 
requiring adults’ active supervision, support, and collaboration. Besides formal health education at school, 
the pupil learns about health-related issues informally through daily routines and through the example and 
guidance of teachers and other personnel (e.g., washing hands before eating, school meals, appropriate 
clothing). At home, the child learns similarly: by repeating routines and by example, as well as by the 
example of adults near him/her. Health learning includes learning about knowledge, skills, and health-
promoting attitudes. As children grow, peer influence increases. 
XX school is a part of the Schools for Health in Europe program. This means that, at school, health 
education is integrated in the school’s curriculum and daily routines, and collaboration in health 
promotion is executed with homes and other stakeholders (a link to SHE-program). Health promotion in 
the school community is an effective way to promote children’s and youths’ health. 
The subject of health education in lower grades of comprehensive schools is integrated into other school 
subjects. In the fifth and sixth grade, it is included in biology, geography, physics, and chemistry. In 
addition, health issues are included in subject of religion when ethical choices are discussed (a link to 
religion curriculum).  
 
According to the National Curriculum (2004), after the sixth grade: 
 
A pupil will: 
 Be able to describe basic aspects of the human being’s structure and vital functions 
 Know how to examine changes linked to his/her own growth and development, to explain puberty 
and changes in sexual development in girls and boys, and to give examples of the individual 
manifestation of those changes   
 Be able to give examples of how emotional expression can be regulated and of how things can be 
examined from the perspective of other people, too; they will be able to describe, with examples, 
how people differ in their expression of emotions 
 Know the rights and responsibilities specific to their age group 
 Know key things about tobacco and intoxicants, know why they are harmful, and give examples of 
why their use is dangerous 
 Know how to describe dangerous situations in traffic and other everyday environments  
 
 
In Cooperation with the Department of Nursing Science/Sormunen 
 
 
Appendix 4/5 Examples of intervention components 
  
Classroom teacher interview form 
 The basis of home-school collaboration and interaction at the school level 
o School’s ”invitingness” to parents 
o Parents’ encouragement to collaborate and participate 
o The school’s initiative 
o Content and regularity of different events 
o School values 
o Parents’ role at school 
o Principal’s role in creating collaboration 
o School’s good practices 
o Developmental issues 
 
 Collaboration and interaction between parents and teachers 
o Education for collaboration (basic teacher education, supplementary education) 
o Communication with homes and its forms 
o Challenges in executing collaboration 
o Parents’ role in the classroom 
o Time that can be used in collaboration 
o Single families taken into account 
o Planning schoolwork with parents 
o Participating in class events 
o Parents’ encouragement to engage in reciprocal interaction  
 
 Health learning 
o Responsibility areas between home and school 
o Planning health education, core curriculum 
o Content of health education 
o Extent of health education 
o Regularity of health education 
o Methods of health education 
 Theme days, visits, experts, learning methods 
o Collaboration with school nurse 
o Collaboration with health education teacher (grades 7-9) 
o Collaboration with parents 
o Events related to health 
o Homework 
o Parents’ involvement in health education 
o Knowledge about health education 
o Health education material 
o Knowledge level of parents 
o Computers in health education 
 
 Current issues that need development in the school 
 
 The biggest threats and challenges to pupils’ healthy growth and development today 
 
 Background questions 
  
Appendix 5 
 
 
 
 
 
 
 
Dear parents, 
 
You received a note via your child in May about the process evaluation of an ongoing development 
and research program titled ”Home-school collaboration in primary school-aged children’s health 
learning.” This means that the activities of the school program, which started in the fall of 2008, will 
be explored and discussed together with families and the researcher.  
 
I have drawn a pupil from the ____________________ school’s fifth grade whose parents (and the 
child) I would like to meet and talk with informally. The discussion will last about a half an hour, and 
younger siblings are welcome. The interview will be held at a place and the time that is most 
suitable for you.  
 
Your opinions and thoughts regarding program’s current, past, and future situation are very 
important in evaluating the success of the program and for the forthcoming semester. We are not 
searching for families that are particularly active at school but prefer to hear about both positive 
issues and issues that need development. Therefore, it does not matter whether you have not 
participated in parents’ evenings or other events during the school year. 
  
Examples of questions asked during the process evaluation include, e.g.: 
 
1. Have homes received enough information from the program? 
2. Is information available so that it is easily accessible? 
3. Is the program understandable and clear? 
4. In your opinion, does the program enhance pupils’ health skills and knowledge? 
5. What issues could have been addressed differently? 
 
Additionally, we will look at the material that pupils and parents have received and discuss the 
future. The program will continue next school year, when your child is in the sixth grade.  
 
Regarding the interviews, the normal research protocol is used. The research findings, if they are 
published, will be published without your identifying information, and all information will be 
gathered and stored confidentially. This process evaluation will be utilized in further planning for 
the program, and that is the reason that we want to conduct these interviews before the fall 
semester, when the activities start again. The interview is voluntary.  
 
Will you kindly contact the researcher before Friday, 19.6. whether you would like to refuse the 
interview or to participate. You can contact me on weekends, too. We will discuss further the 
details of the interview. It is important to contact me also if you do not want to participate in the 
interview so that we are able to contact other families.  
 
Researcher’s contact information: 
Marjorita Sormunen, phone number, email: marjorita.sormunen@uku.fi 
 
THANK YOU FOR YOUR EFFORTS! 
 
Appendix 6 Process evaluation cover letter to parents 
  
 
 
     
 
Dear parents/caregivers of fourth graders, 
The ________________________ school has been selected to participate in a study titled “Primary 
school-aged children’s health learning path - home-school partnership as a participatory action 
research study, 2007–2010,” in which home-school collaboration within primary school children’s 
health learning will be examined. During the study, the collaboration practices between home 
and school related to pupils’ health learning are to be developed.  
 
The study is a part of the Schools for Health in Europe (SHE) research and study program in the 
Department of Nursing Science at the University of Kuopio. The study will produce several 
scientific articles and a PhD thesis. The leader of the study is PhD holder and Professor Kerttu 
Tossavainen, and PhD holder; docent Hannele Turunen and MSc researcher Marjorita Sormunen 
are included on the research team.  
For your family, the study means that the fourth grade pupil and his/her parents will be given a 
questionnaire in spring 2008 and spring 2010. The pupils will fill out the questionnaire at school, 
and the parents’ questionnaires will be delivered to the home. If you wish to participate in the 
study, please return the completed questionnaire in the enclosed envelope. If your child is able 
to participate in the study, you do not have to do anything. If you do not wish your child to 
participate in the study, kindly inform researcher Marjorita Sormunen (contact information 
below) by 29.2.2008. 
The information obtained from you or from your child within the study will not be reported in 
study publications in a way that will reveal your identity. Research data will be handled and 
stored carefully so that the information obtained is available only to the aforementioned 
researchers.  
Participation in the study is voluntary, but we hope that you will participate in this study and, 
hence, give your child’s school information about issues related to collaboration between the 
home and school. The response of every parent and child is important. 
I will gladly provide additional information from the study.  
 
With kind regards, 
 
MSc Marjorita Sormunen 
University of Kuopio, Minna Canth-institute, Department of Nursing Science 
Phone number 
marjorita.sormunen@uku.fi 
 
Professor, PhD, Kerttu Tossavainen,  
University of Kuopio, Department of Nursing Science, phone number, kerttu.tossavainen@uku.fi 
 
Docent, PhD, Hannele Turunen,  
University of Kuopio, Department of Nursing Science, phone number, hannele.turunen@uku.fi 
  
Appendix 7 Information letter to the intervention school parents 
 
 
 
 
 
 
 
Dear parent/caregiver of fourth grader,   25.3.2008 
  
Your child brought home a form last week from school that included information about a primary-
school children’s health learning development and research program. This envelope contains a 
questionnaire, and below, you will find instructions on how to fill out the questionnaire.  
XX school is participating in the development and research program as a control school. Regarding 
your family, this means that in spring 2008 and spring 2010, you and your fourth-grader will receive a 
questionnaire. The questionnaire for spring 2008 is included with this cover letter, and the pupils’ 
survey will be conducted at school in April/May. The survey will be conducted in the classroom with 
the researcher. The purpose of the study is to gain knowledge about collaboration between the home 
and school in supporting children’s health learning. The study is a part of a wider program: Schools for 
Health in Europe, led in Finland by Professor Kerttu Tossavainen of University of Kuopio’s Department 
of Nursing Science.   
Filling out the parents’ questionnaires is important, and we hope that you will cooperate with us so 
we get as many questionnaires filled out and returned to the university as possible. After you have 
completed the questionnaire, return it by mail in the enclosed envelope. We hope to receive 
your answers by Friday 4.4.  
Answer the questionnaire alone (parents separately). Your personal answers will be seen only by 
university researchers, and you cannot be identified individually from among the recipients. You 
do not have to put your name on the questionnaire. The answers from the whole school will be 
dealt with together; the answers from each class will not be handled separately. Your 
participation in the study is voluntary, but we hope that you will participate. Every answer from the 
parents and the pupils is important. 
Unless you do not want your child to participate in the study, please kindly inform the researcher 
by 28.3.  
Please answer the survey regarding your fourth-grader.  
I will give you additional information about the study with pleasure. 
 
Kind regards, 
 
Marjorita Sormunen 
MSc, researcher  
Department of Nursing Science 
University of Kuopio 
Phone number 
marjorita.sormunen@uku.fi 
 
 
 
Appendix 8 Cover letter to control school parents 
  
 
 
 
 
DEAR PARENTS/CAREGIVERS OF SIXTH GRADERS 
______________________ school has participated as an intervention school in a two-year 
research and development study at the University of Eastern Finland to examine primary school 
children’s health learning through collaboration between the home and school. Regarding your 
family, participation has meant that the home-school collaboration in your child’s class has been 
intensified and diversified within the theme of health learning. Furthermore, the methods and 
content of your children’s health learning have been developed based on study findings from the 
spring of 2008.   
 
Participation has been meant that you and your child were given a questionnaire in spring 2008. The 
research component will end with the development component this spring, and the 2010 
questionnaire will accompany this cover letter, delivered by your child. The questionnaire for pupils 
will be delivered at school during class on 26.5. by the researcher. The study aims to increase 
knowledge about collaboration between the home and school in children’s health learning, and it is a 
part of a development and research program (Schools for Health in Europe) led in Finland by professor 
Kerttu Tossavainen at the University of Eastern Finland. 
 
Parents’ questionnaire: 
The completion of the parents’ questionnaire is an important part of the research and development 
program, and we ask for your cooperation to return as many completed questionnaires to the 
university as possible. Participation in the study is voluntary, but we hope that you will participate. 
Please answer the questions alone (parents separately). Your personal responses will be seen only 
by the researchers involved in this study, and you cannot be identified from among the respondents. 
You do not have to give your name on the questionnaire. After completing the questionnaire, return it 
by mail in the enclosed envelope. We would like to receive your responses by Tuesday, 18.5.   
 
An agreement for parents/caregivers to permit their children to participate in the study is 
attached to the questionnaire. You can return the agreement with the questionnaire, to the 
child’s classroom teacher, or inform the researcher by email by 18.5.     
 
The data will be handled confidentially. It will be saved in a computer statistical program and the 
completed questionnaires will be filed in a lockable cabinet at the University of Eastern Finland. All 
responses from the classes will be handled together; information from single classes will not be dealt 
with separately.   
 
Please answer the questionnaire in relation to your sixth grader. The response of every child and 
parent is important.  
 
I will gladly give you additional information from the study.  
 
With kind regards, 
 
 
 
Marjorita Sormunen 
MSc, researcher  
Department of Nursing Science 
University of Eastern Finland 
Phone number 
marjorita.sormunen@uef.fi 
Appendix 9 Cover letter to intervention school parents 
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Toward a Home-School 
Health Partnership
A Participatory Action Research Study, 2008-2010
This thesis investigated the compo-
nents and the process of developing 
a home-school health partnership. 
Findings of a two-year school health 
intervention showed that the pupils 
were taken care of in the school com-
munity, but opportunities to sup-
port the children’s healthy growth 
collectively with families were only 
partially developed. The intervention 
had positive effects on parents’ views 
of their involvement ethos, health 
support, health education knowledge, 
and partially health education partici-
pation. Regarding health education, 
the parents considered both home 
and school being responsible for the 
majority of children’s health educa-
tion content areas. 
